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Statins: When to start primary prevention after age
707?
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Cardiovascular disease remains a leading cause of morbidity and mortality globally, even into advanced age.
While statins are a cornerstone of secondary prevention, their role in primary prevention for older adults,
particularly those over 70 without established cardiovascular disease, has been a subject of ongoing discussion.
Evidence suggests that initiating statin therapy in this demographic can significantly lower the incidence

of major adverse cardiovascular events, including myocardial infarction and stroke, challenging previous
hesitations about their widespread use in the elderly.

The Pivot: Primary prevention with statins extends significant cardiovascular benefits to individuals over
70.

The Data: Statins can cut the risk of a first heart attack or stroke by about 30% in this older population.

The Action: Clinicians should consider statin therapy for primary prevention in suitable patients over 70,
weighing individual risk factors and patient preferences.

Atherosclerotic cardiovascul ar disease (ASCV D) risk accumulates over alifetime, making older adults a population with
ahigh absolute risk for events. Despite this, the initiation of lipid-lowering therapy for primary prevention in those aged
70 and above has often been approached with caution, partly due to concerns about polypharmacy, potential side effects,
and a perceived diminished benefit in very old age. But the evidence now points to a clear benefit for these patients.
Statins work by inhibiting HM G-CoA reductase, the rate-limiting enzyme in cholesterol synthesis, primarily reducing
LDL-C levels. Thisreductionin circulating cholesterol not only slowsthe progression of existing atherosclerotic plagues
but also stabilizes vulnerabl e plaques, reducing the likelihood of rupture and subsequent thrombotic events. Theclinical
utility of statinsin primary prevention for younger populations is well-established, but extending this benefit to older
adults requires careful consideration of their unique physiological changes and comorbidities.

The mechanism of benefit
The benefit of statinsin older adults stems from their ability to reduce low-density lipoprotein cholesterol (LDL-C),

aprimary driver of atherosclerosis. Lowering LDL-C levels, even in individuals without a history of cardiovascular
events, directly translates into areduced burden of atherosclerotic plaque and improved endothelia function. This effect
is not age-limited; the underlying pathophysiology of atherosclerosis continues to progress in older age, making lipid
modification relevant.

Statins also exert pleiotropic effects beyond lipid lowering, including anti-inflammatory and antioxidant properties,
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which contributeto vascular health. These eff ects can stabilize atheroscleroti ¢ plagues, making them less proneto rupture,
which isacommon trigger for acute myocardial infarction and ischemic stroke. The reduction in inflammatory markers,
such as C-reactive protein, further supports the systemic benefits of statin therapy in mitigating cardiovascular risk.

Clinical considerationsfor older patients
While the benefits are clear, initiating statin therapy in older adults requires an individualized approach. Assessment of

individual patient risk factors, including hypertension, diabetes, and smoking history, remains paramount. The decision
to prescribe should involve a shared discussion with the patient, considering their overall health status, life expectancy,
and preferences. For a comprehensive guide to managing cardiovascular conditions, many clinicians rely on resources
like Oxford Handbook of Cardiology.

Potential side effects, such as myalgiaand liver enzyme elevations, are generally dose-dependent and can be managed
by adjusting the statin type or dosage. Regular monitoring of liver function tests and creatine kinase levelsis advisable,
particularly after initiation or dose escalation. But these are generally well-tol erated medications, and the absol ute risk of
serious adverse events remains low. Clinicians should also consider potential drug-drug interactions, especially in older
patients who are often on multiple medications. For instance, co-administration with certain antifungals or macrolide
antibiotics can increase statin concentrations and the risk of adverse effects.

The evidence supports a substantial reduction in the risk of afirst heart attack or stroke, approximately 30%, for
individuals over 70 who initiate statin therapy for primary prevention. Thisreduction is consistent across various studies
and highlights the importance of considering statins in this population. The absolute risk reduction, given the higher
baselinerisk in older adults, transates to a meaningful clinical benefit. This aligns with the broader understanding that
preventive measures can significantly impact cardiovascular outcomes, even in later life.

Still, the trial was not powered to detect differences in specific frail subgroups, and that gap matters. Whether benefits
extend to those with significant frailty or multiple severe comorbidities remains an area requiring further investigation.
The current dataprimarily reflectsarelatively healthier older adult population. Thelong-term adherenceto statin therapy
inolder adultsisalso apractical consideration, asconsistent useisessential for sustained benefit. Simplifying medication
regimens and providing clear patient education can help improve adherence.

Therole of statinsin preventing other age-related conditions, such as dementia, is another area of active research. While
some studies have explored this, the primary benefit remains firmly in cardiovascular event reduction. For instance, the
STAREE tria has weighed in on whether statins prevent dementiain healthy older adults, providing valuable insights
into this complex relationship.

CLINICAL IMPLICATIONS

The data on statins for primary prevention in older adults should prompt a re-evaluation of current prescribing
practices. Too often, age alone has been a barrier to initiating effective preventive therapies, based on an
outdated perception of diminished returns or increased risk. This evidence clearly demonstrates that the
cardiovascular benefits are substantial, even after age 70.

GPs and specialists need to actively identify older patients who could benefit from statin therapy, moving
beyond a reactive approach to primary prevention. A thorough risk assessment, coupled with a candid
discussion about the benefits and manageable risks, is essential. The conversation should focus on reducing
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the likelihood of a debilitating first event, which can profoundly impact an older person's quality of life and
independence.

But this is not a blanket recommendation. Frailty, polypharmacy, and patient preferences must still guide clinical
decisions. The goal is to optimize health outcomes, not simply to lower a number on a lab report. For patients
already managing multiple conditions, adding another daily medication requires careful consideration of the
overall treatment burden and potential interactions. A 7-Day Weekly Pill Organiser can be a simple, effective
tool to support medication adherence in these complex regimens.

The pharmaceutical industry also has a role to play in developing more tailored risk assessment tools for older
populations, accounting for factors beyond traditional cardiovascular risk scores. Better stratification could
help identify those who stand to gain the most, while minimizing unnecessary prescriptions for those unlikely
to benefit significantly. The emphasis should be on personalized medicine, even for a widely used class like
statins.
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