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Lipid Treatment FAQs 

 

The 2013 American College of Cardiology (ACC)/American Heart Association (AHA) lipid guidelines represent a paradigm shift in the treatment 

of dyslipidemia.  The 2015 American Diabetes Association Standards of Medical Care in Diabetes make similar recommendations.  The guidelines 

focus on reducing cardiovascular risk using moderate- or high-intensity statins.  (See our PL Chart, 2013 ACC/AHA Cholesterol Guidelines, for a 

list of high- and moderate-intensity statins.)  Familiar tools such as LDL targets, nonstatin lipid medications, and the Framingham risk calculator 

have fallen by the wayside for the most part.  The chart below addresses common questions that arise in practice concerning the new thinking about 

treatment of lipids. 

 

Clinical Question Suggested Approach 

Should I still screen patients 

for high cholesterol? 

 

 Assess traditional cardiovascular risk factors (e.g., lipids, blood pressure, diabetes) every four to six years in patients 

20 to 79 years of age without atherosclerotic cardiovascular disease.
2,6

 

 Patients will be treated based on cardiovascular risk (see next box), not just lipid levels.
1
 

 

How do I assess 

cardiovascular risk to help 

decide if a patient needs a 

statin for primary 

prevention? 

 For estimation of 10-year cardiovascular disease risk in patients 40 to 75 years of age without cardiovascular 

disease, not receiving cholesterol-lowering therapy, with LDL 70 to 189 mg/dL,  use the Pooled Cohort Equations 

Cardiovascular Risk Calculator, available at http://my.americanheart.org/cvriskcalculator.
1,2

 

 This new calculator was introduced in the 2013 guidelines. 

 Evidence suggests that predicted risk with the new calculator and observed risk are similar.
8
 

 Obtain the patient’s age, sex, race, total and HDL cholesterol, systolic blood pressure, antihypertensive use, 

presence of diabetes, and smoking status.
2
 

 Plug this information into the calculator.  The 10-year cardiovascular risk can be used to help you determine 

whether the patient needs a statin (see first box on next page). 

 

Can I still use Framingham? 

 

 

 

 

Continued… 

 Use the Pooled Cohort Equations Cardiovascular Risk Calculator (the new calculator) for most patients. 

 The Pooled Cohort Equations Cardiovascular Risk Calculator was developed to be more clinically useful and 

generalizable than Framingham.
3
   

 Framingham was based on data from whites, and was less precise in patients with diabetes.
4
  For 

development of the new calculator, large, diverse, contemporary, community-based, primary 

prevention cohorts were used.
3
  Some of the Framingham cohorts were included.

3
  While Framingham 
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Clinical Question Suggested Approach 

Can I still use Framingham,  

continued 

calculated the risk of coronary heart disease, the risk determined with the new calculator is the risk of 

hard cardiovascular outcomes:  coronary death, nonfatal MI, and fatal and nonfatal stroke.
3
  These are 

clinically relevant outcomes.
3
  Risk estimated with the new calculator does not include risk of 

coronary heart disease alone, risk of revascularization, or risk of heart failure.
3
  The new calculator is 

valid in both black and white men and women, with and without diabetes.
3
 

 Consider other risk calculators if they were developed in a patient population that more closely matches the patient 

in question.
5  

For example, risk in a healthy, non-diabetic female nurse might be best represented by the Reynolds 

Risk Score.
5
 

 See our PL Chart, Common Cardiovascular Risk Calculators, to help you choose the most appropriate calculator for 

a given patient. 

 

Who do I treat, and how? 

 

 

 

 

 First, determine which of the four “statin benefit groups” the patient fits into.  This determines whether the patient 

should be considered for high- or moderate-intensity statin therapy.  The benefit groups and statin dosing are 

delineated in our PL Chart, 2013 ACC/AHA Cholesterol Guidelines. 

 Briefly, a statin is recommended for patients with clinical atherosclerotic heart disease, LDL 190 mg/dL or 

higher, or diabetes and age 40 to 75 years.  For other patients age 40 to 75 years with an LDL of 70 to 189 

mg/dL, 10-year cardiovascular risk determines if a statin is appropriate.  In these patients, a 10-year risk of 

7.5% is the point where the benefit of statins appears to exceed the risk.
1
 

 Discuss the benefits and risks of statin therapy with the patient BEFORE starting a statin, especially for 

primary prevention.
1
 

 Start with the target dose in most patients; there is no proof that up-titrating improves tolerability.   

 It is prudent to use cautious dosing in patients more prone to statin side effects:  those over 75 years of age, 

those with a history of statin intolerance, and those taking interacting medications.
7
 

 

What if a patient doesn’t fit 

into one of the four benefit 

groups (see above)? 

 

 If there is clinical suspicion that such a patient may benefit from a statin, additional factors can be taken into 

consideration.
1
  These are listed in footnote “a” at the end of the chart.  See discussions below on patients <40 years 

of age and those >75 years of age. 

Should patients 21 to <40 

years of age receive a statin? 

 

 

 

Continued… 

 A high-intensity statin (e.g., atorvastatin 80 mg) is recommended for patients with cardiovascular disease.
1
 

 A high-intensity statin is recommended for patients with LDL 190 mg/dL or higher.
1
 

 If a patient has diabetes, but no cardiovascular disease and LDL <190 mg/dL, individualize.  Consider additional 

factors (see footnote “a”).  Discuss statin risks and benefits, lifestyle changes, and risk factor management.
1
 

 The American Diabetes Association suggests a high- or moderate-intensity statin for diabetes patients with 

additional risk factors.
10
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Clinical Question Suggested Approach 

Should patients  

21 to <40 years of age 

receive a statin,  

continued 

 

 

 Discuss lifestyle changes (e.g., smoking cessation) and manage risk factors (e.g., control hypertension, diabetes).
1,7

 

 Patients with multiple risk factors or a single strong risk factor (see footnote “a” at the end of the chart) may opt to 

try at least a moderate-intensity statin for primary prevention based on statin risks/benefits, and patient preferences.
1 
   

 Use the Pooled Cohort Equations Cardiovascular Risk Calculator as a tool when discussing risk with patients.  The 

calculator provides lifetime risk calculation for 20 to 59-year-olds; 10-year risk may underestimate lifetime risk in 

young patients.
1,2

  

 Ensure women taking a statin do not become pregnant. 

Which patients with diabetes 

should receive a statin?   
 For patients with cardiovascular disease, use high-intensity statin for most patients who can tolerate it.

1,10
  See 

discussion below about patients over 75 years of age.
1
 

 For patients 40 to 75 years of age, with LDL 70 to 189 mg/dL (1.8 to 4.9 mmol/L) and an estimated 10-year risk of 

atherosclerotic cardiovascular disease of less than 7.5%, use a moderate-intensity statin.
1
 

 American Diabetes Association guidelines suggest considering a moderate-intensity statin for patients 40 to 

75 years of age without additional risk factors.
10

 

 American Diabetes Association guidelines suggest considering a high-intensity statin for patients ages 40 to 

75 years with additional risk factors.
10

 

 The American Diabetes Association guidelines suggest a high- or moderate-intensity statin for patients <40 years 

with additional risk factors.
10

 

 The American Diabetes Association guidelines suggest considering a moderate-intensity statin in diabetes patients 

>75 years of age without additional risk factors.
10  

If additional risk factors are present, consider high-intensity.
10

 

How should patients over  

75 years of age be managed? 

 

 

 

 For secondary prevention, use a moderate-intensity statin.
1
 

 If the patient is already taking a high-intensity statin and tolerating it well, it can be continued.
1
 

 American Diabetes Association guidelines recommend a high-intensity statin for diabetes patients of all ages 

with cardiovascular disease.
10

 

 For primary prevention, consider comorbidities, potential for harm, patient preferences and priorities, and 10-year 

cardiovascular risk.
1
 

 The Pooled Cohort Equations Cardiovascular Risk Calculator can be used in patients 75 to 79 years of age.
1  

 

 See footnote “a” for a list of factors to consider. 

 The American Diabetes Association guidelines suggest considering a moderate-intensity statin in diabetes 

patients >75 years of age without additional risk factors.
10

  If additional risk factors are present, a high-

intensity statin can be considered.
10

 

 Discuss lifestyle changes (e.g., smoking cessation) and manage risk factors (e.g., control hypertension and 

diabetes).
1,7  

 

 If a statin is chosen, a high- or moderate-intensity statin is preferred.
1
 

 Consider stopping statins in patients with life expectancy <1 year, or advanced dementia.
9,12
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Clinical Question Suggested Approach 

How should patients already 

on a statin be managed? 
 Ensure most patients with atherosclerotic cardiovascular disease or LDL 190 mg/dL or higher are getting a high-

intensity statin. 

 For primary prevention patients, do not use the patient’s on-treatment lipid values in the calculator.  If a patient is 

already taking a cholesterol medication, use their pretreatment lipid values.
4
 

 Lipid treatment was not common in the cohorts used to develop the equation.
3
   

 If pretreatment lipids are not available, keep in mind that the risk calculator is only one piece of information used in 

the decision to start a statin for primary prevention.
5
  Consider patient preferences, potential for harm, and potential 

for benefit.
5
   Factors

 
to consider besides those included in the risk calculator are listed in footnote “a”.   

 An alternative is to shoot for an LDL <100 mg/dL, based on statin outcome trials, especially in high-risk patients.
7
 

 

How do I explain the “new 

thinking” about lipids to 

patients? 

 Explain that studies looking at statin benefits used specific doses, and did not adjust therapy to meet specific 

cholesterol goals. 

How should statin patients 

be monitored? 

 

 

 

 

 Check fasting lipid panel four to 12 weeks after statin initiation, then every three to 12 months.
1
   

 If the LDL drop is less than expected, check adherence to the statin and lifestyle interventions.  Expected 

LDL reductions for each statin dose are delineated in our PL Chart, 2013 ACC/AHA Cholesterol Guidelines. 

 Consider statin dose reduction if two consecutive LDL measurements are less than 40 mg/dL.
1
 

 Check ALT (alanine aminotransferase) at baseline. Repeat only if symptoms of hepatotoxicity occur.
1
 

 Document any pre-existing muscle symptoms before starting a statin to establish a baseline.
1
 

 Consider checking creatine kinase at baseline in patients at increased risk for myopathy (e.g., drug 

interactions, etc).  Repeat only if symptomatic.
1
 

 If severe muscle symptoms or fatigue of unknown cause develops, hold the statin and check creatine kinase,  

creatinine, and urinalysis to rule out rhabdomyolysis.
1
 

 

What is the role of 

nonstatins? 

 

 

 

 

 

 

 

Continued… 

 Do not routinely use nonstatins.  Re-evaluate need in patients already on them. 

 The addition of a nonstatin to a statin has not been proven to further reduce cardiovascular risk; therefore, 

nonstatins are no longer routinely recommended.
1
 

 Adding a nonstatin to achieve a specific LDL goal could result in reduction in the statin to a suboptimal dose.
1
 

 Reinforce statin adherence and lifestyle changes and check for secondary causes before adding a nonstatin.
1
 

 For patients who cannot tolerate the recommended statin dose or who do not achieve the expected statin response 

and are high-risk at baseline (i.e., LDL 190 mg/dL or higher, diabetes, clinical atherosclerotic or cardiovascular 

disease), consider a nonstatin [Evidence level C; expert opinion].
1
 

 For high-risk patients who can’t tolerate a high-intensity statin, or who don’t get the expected 50% LDL reduction, 

suggest adding ezetimibe to a moderate-intensity statin. There’s no proof that adding other nonstatins (fibrates, etc) 
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Clinical Question Suggested Approach 

What is the role of 

nonstatins,  

continued 

 

to a statin improves outcomes, and niacin worsens glycemic control.
11

 

 For triglycerides of 500 mg/dL or higher, an omega-3 fatty acid, niacin, or fenofibrate can be used.
1
 

 Do not add gemfibrozil to a statin.
1
 

 

a. Additional factors to consider:
1
 

 LDL 160 mg/dL or higher or other evidence of genetic hyperlipidemia. 

 Cardiovascular disease onset in a first-degree male relative before age 55, or in a first-degree female relative before age 65. 

 High-sensitivity C-reactive protein 2 mg/L or higher. 

 Ankle-brachial index <0.9. 

 Elevated lifetime risk of atherosclerotic cardiovascular disease. 

 Coronary artery calcium (CAC) score 300 Agatston units or higher, or 75
th
 percentile or higher for age, gender, and ethnicity. 

 Statin adverse effects. 

 Statin drug interactions. 

 Patient preferences. 

 
 
 

 

 

 

 

 
 

 

 
 

 

 
 

 

 

 

Users of this PL Detail-Document are cautioned to use their own professional judgment and consult any other necessary or appropriate sources prior to making 

clinical judgments based on the content of this document.  Our editors have researched the information with input from experts, government agencies, and national 

organizations.  Information and internet links in this article were current as of the date of publication. 
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Levels of Evidence 
In accordance with the trend towards Evidence-Based 

Medicine, we are citing the LEVEL OF EVIDENCE 

for the statements we publish. 
 

Level Definition 

A High-quality randomized controlled trial (RCT) 

 High-quality meta-analysis (quantitative 

systematic review) 

B Nonrandomized clinical trial 

 Nonquantitative systematic review 

 Lower quality RCT 

 Clinical cohort study 

 Case-control study 

 Historical control 

 Epidemiologic study 

C Consensus 

 Expert opinion 

D Anecdotal evidence 

In vitro or animal study 
Adapted from Siwek J, et al.  How to write an evidence-based clinical 

review article.  Am Fam Physician 2002;65:251-8. 
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