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Abbreviations: BMI - body mass index; CAD - coronary 
artery disease; HDL-c - high density lipoprotein cholesterol; LDL-c 
- low density lipoprotein cholesterol; PCSK9 - proprotein convertase 
subtilisin/kexin Type 9; TG – triglyceride

Introduction
According to the World Health Organization, all individuals 

from industrialized nations over 65 years old are considered elderly 
patients; the developing countries this limit falls to 60 years of age.1 
In Brazil, the Brazilian Institute of Geography and Statistics (IBGE),2 

points out that the number of elderly patients in 2017 exceeded 
30.2 million and the expectation is that by 2060, this number will 
rise to 73 million aged 60 years or older, being considered an old 
country in 2032.1,3 In 1987, Kalache et al.1 already estimated that 
the increase in the Brazilian population will be around 15 times 
between 1950 and 2025, which will make Brazil conquer the position 
of fifth or sixth elderly population in the world in absolute terms.3 

The increase in the Brazilian elderly population draws attention 
to the need to adopt measures aimed primarily at offering a better 
quality of life to individuals belonging to this age group. Overall, 
the observation that life expectancy has been increasing and also 
healthy life expectancy has increased by 8% (from 59 to 63 years).1 
The manifestations of atherosclerotic disease (coronary artery disease 
- CAD, cerebrovascular and/or peripheral disease) may have even 
more deleterious repercussions in elderly patients. Most often they 
imply in a long period of hospitalization or home restriction to the 
bed, predisposing the patient to other pathologies of difficult recovery 
in this age group, not to mention the large number of fatal cases and 
long-term disability.

It is worth remembering that the risk for CAD increases with aging 
being the first cause of mortality in this age group. The preponderance 
of coronary events and the high prevalence of total cholesterol levels 
higher than 200 mg/dl are relevant facts to be considered.4–8 In the 
Framingham Study (analysis of 30 years of observation), the classical 
risk factors for coronary heart disease remained equally important even 
in the age group between 65-90 years.6 In the Cardiovascular Health 
Study, elevated levels of high density lipoprotein (HDL-c) cholesterol, 
low density lipoprotein (LDL-c) cholesterol, and body mass index 
(BMI) were associated with increased longevity. Among those who 
survived to the age of 90, those with the worst cardiovascular profile 
(high blood pressure, LDL-c, glycemia and BMI and low HDL-c) 
were less likely to remain free of cardiovascular disease, cognitive 
impairment and disability.9 However, in the BELFRAIL study 
(prospective, observational, population-based), 567 individuals aged 
80 years and over, traditional risk factors were not associated with 
mortality but frailty was a strong risk factor.10 In the elderly patients, 
although the number of coronary events decreases with age (relative 
risk), the number of patients who would benefit from “prevention” 
(treatment) annually, per 1000 individuals, tends to be higher than in 
young individuals (absolute risk). 

Hypertriglyceridemia should not be devalued during lipid profile 
evaluation. Many authors already consider it as an independent risk 
factor for CAD.8 The association with low HDL-c levels makes this 
risk even greater. Moreover, we must not forget that high triglyceride 
levels can lead to acute pancreatitis. However, in 930 long-lived 
elderly patients (mean age=94 years) in a Chinese cohort, after 
5 years of follow-up, for every 1-mmol/L of triglycerides (TGs) 
increase there was a cognitive decline of 20%, daily life activities and 
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Abstract

The manifestations of atherosclerotic disease (coronary artery disease, cerebrovascular 
and/or peripheral disease) may have even more deleterious repercussions in elderly. In 
the elderly, although the number of coronary events decreases with age (relative risk), 
the number of patients who would benefit from “prevention” (treatment) annually, per 
1000 individuals, tends to be higher than in young individuals (absolute risk). Advanced 
age alone should not be considered as a limiting factor for therapeutic intervention in 
cases of dyslipidemia. The analysis of life expectancy and quality of life are extremely 
important. Disabling diseases that compromise life expectancy, such as: severe heart 
failure, advanced cerebrovascular disease, dementia, neoplasms and frailty, when present, 
limit the possibility of any type of preventive cardiovascular treatment. Another limiting 
factor is the frequent previous use of a large number of medications, due to the possibility 
of increasing unfavorable drug interactions. Combined strategies of physical activity, diet, 
tobacco and alcohol use, adherence to medication, screening, vaccination and cognitive and 
mental health have been proposed as specific preventive recommendations for each decade. 
The most common dyslipidemia in this age group is secondary caused by pathologies such 
as diabetes mellitus, obesity, renal failure and also by the use of drugs that alter the lipid 
profile. When prescribing lipid-lowering drugs for individuals over the age of 65 years it 
is necessary to remember that there are numerous changes in the “aged” organism and, 
therefore, treatment should be started with lower doses than those usually prescribed for 
young adults; the increase should be gradual and analyzed in each case individually. Statins 
and fibrates are the lipid-lowering drugs that have shown better tolerability in the elderly 
and are therefore the first choice medications. PCSK9 inhibitor is most probably indicated 
in Familial Hypercholesterolemia patients.
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frailty. Associations with all-cause mortality and TG concentrations 
were associated in this study.11 Advanced age alone should not be 
considered as a limiting factor for therapeutic intervention in cases 
of dyslipidemia. The analysis of life expectancy and quality of life 
are extremely important. Disabling diseases that compromise life 
expectancy, such as: severe heart failure, advanced cerebrovascular 
disease, dementia, neoplasms and frailty, when present, limit the 
possibility of any type of preventive cardiovascular treatment. 
Another limiting factor is the frequent previous use of a large number 
of medications, due to the possibility of increasing unfavorable drug 
interactions.12 Combined strategies of physical activity, diet, tobacco 
and alcohol use, adherence to medication, screening, vaccination and 
cognitive and mental health have been proposed as specific preventive 
recommendations for each decade.13 

In a study by Kastner et al.14 the subgroup analysis of elderly patients 
with diabetes, depression, or cardiovascular disease, coexisting with 
chronic obstructive pulmonary disease and heart failure showed 
that they can benefit from combined strategies. According to the 
Consensus,15–20 dietary orientation is extremely important and should 
be very judicious, maintaining the caloric and vitamin intake of the 
elderly patients. General recommendations such as acquisition and 
maintenance of ideal weight, regular physical activity, smoking 
cessation, among others, prevail. We must keep in mind the greatest 
difficulty of adherence to non-pharmacological treatment in this group 
of patients, since our intervention will be done in habits that persist 
for a long time; if we are facing primary prevention and this fact is 
detected, we should prolong the non-pharmacological treatment phase 
(up to 6 months).

The reference laboratory values for the elderly patients are the 
same as those considered for younger age groups. The orientation 
towards a more aggressive approach to secondary prevention is also 
maintained in this group, but in the case of primary prevention the 
evidence of benefits is less clear.21,22 The most common dyslipidemia 
in this age group is secondary (Update of the Brazilian Guideline for 
Dyslipidemias and Prevention of Atherosclerosis - 2017)23 caused 
by pathologies such as diabetes mellitus, obesity, renal failure and 
also by the use of drugs that alter the lipid profile. Therefore, before 
starting pharmacological treatment of the dyslipemic elderly patients, 
this should be thoroughly investigated. When prescribing lipid-
lowering drugs for individuals over the age of 65 years it is necessary 
to remember that there are numerous changes in the “aged” organism 
and, therefore, treatment should be started with lower doses than those 
usually prescribed for young adults (in our service we usually start 
treatment with half of these doses); the increase should be gradual and 
analyzed in each case individually. 

Statins (degree of recommendation IIa, level of evidence B) and 
fibrates (degree of recommendation IIb, level of evidence D) are 
the lipid-lowering drugs that have shown better tolerability in the 
elderly patients and are therefore the drugs of first choice15–20 Side 
effects are very uncommon and should be investigated individually in 
each patient. The Scandinavian Simvastatin Survival Study -4S (4S, 
1994)24 showed, despite this not being main objective, that regular and 
permanent administration of a statin (simvastatin) in the subgroup of 
elderly patients (518 patients aged between 60 and 70 years) reduced 
the risk of total mortality by 34% and decreased by 43% the risk of 
coronary events; there have been no reports of discontinuation of 
therapy due to intolerance and/or serious adverse effects.

In the PROSPER study (2002),25 5,804 elderly patients aged 
70 to 82 years (52% of women) with history or risk factors for 

cardiovascular disease were randomly allocated to one group treated 
with 40 mg pravastatin/day and another placebo group. Pravastatin 
decreased 34% of LDL-col concentration and reduced the incidence 
of events to 408 in the treated group compared with 473 in the placebo 
group. There was also a reduction in mortality due to coronary heart 
disease (24%) and risk of non-fatal myocardial infarction, but there 
was no significant effect on cognitive function or disability. Some 
serious adverse effects have also been reported in both groups but 
there have been no cases of rhabdomyolysis. There were reports of 
36 cases of myalgia in the pravastatin group and 32 in placebo. When 
the maximum doses of statin are not sufficient to achieve the targets, 
ezetimibe (degree of recommendation IIb, level of evidence B)26 may be 
associated with ezetimibe. In the IMPROVE-IT study (ClinicalTrials.
gov identifier NCT00202878) the combination of simvastatin with 
ezetimibe resulted in a 20% reduction in the incidence of events 
in those ≥75 years compared with a 3% reduction in the <75-year-
old group.26 PCSK9 inhibitor is most probably indicated in familial 
Hypercholesterolemia patients.27 In conclusion, we must approach the 
elderly patient always remembering that their life expectancy today is 
higher and that it is our duty to prolong it whenever possible, without, 
however, harming their quality of life and always adjusting their 
balanced and vitamin caloric needs satisfactorily.
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