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POINT COUNTERPOINT

Should Patients Continue to Receive
Statins Once They Reach 80 Years of Age?

THE “PRO” SIDE

Statins are not evil, they are just misunderstood. I have observed
other health care professionals (particularly pharmacists), upon 
discovering that an elderly patient is taking a statin, react with incredu -
lous disgust. “What are they doing to this poor person?” they say, as
if the prescriber were contravening the Declaration of Helsinki. Some
clinicians make flippant decisions to stop statins simply because 
patients are in their 80s or beyond. However, despite their perceived
negative reputation, statins are conspicuously absent from the 
American Geriatric Society’s 2015 updated Beers Criteria for 
potentially inappropriate medication use in older adults.1 That list
does include other ubiquitous drugs, such as �1 blockers, �2 agonists,
amiodarone, and digoxin, but we are not debating the appropriateness
of using these drugs in older patients. Is that because we are so 
enlightened in practice that we no longer use these agents in older
patients (a proposition that I would fervently dispute), or do statins
suffer ill repute for some reason when it comes to persons of advanced
age? I would argue the latter.

To be explicit, statin discontinuation should never be based
solely on age, like a life insurance policy that somehow expires on
one’s 80th birthday. All therapeutic decisions, related to statins or
otherwise, should be based on functional age, as opposed to
chronological age. When considering starting or stopping statin
therapy in an older patient, the clinician must consider frailty
and/or functionality, life expectancy, comorbidities, polyphar-
macy, and the patient’s goals of therapy.

One common argument for statin discontinuation in elderly
patients is based on life expectancy. Although some patients may
not live long enough to benefit, it is not as if the Kaplan–Meier
curves derived from statin studies will sudden deviate after 4 or 5
years of therapy. Statins may lower the risk of cardiovascular events
in fewer years than some assume. For example, the JUPITER trial
was discontinued early because of benefit after a median follow-up
of only 1.9 years.2 Acknowledging that the interquartile age range
in that study was 60–71 years, I would argue that these data are
relevant to older adults despite the study not being limited to
those over 80 years of age. Thus, it is reasonable to consider a
statin for patients with life expectancy of at least 2 years.

Another common argument is that elderly people are under-
represented in clinical trials, which is true, just as it is for women
and persons of various ethnic backgrounds. But do we always 
refrain from using a particular therapy in certain individuals just
because they are different from the majority of the study popula-
tion? In practice, we often fail to identify our own hypocrisy in
extrapolating from the evidence. We are comfortable recommend-
ing other cardiovascular secondary prevention therapy (e.g.,
acetylsalicylic acid, ß-blockers, angiotensin-converting enzyme 
inhibitors) for those over 80 years of age, regardless of the 
deficiency of evidence specific to this population, yet balk at the
suggestion of using statins. Furthermore, I would argue that these
agents are potentially more harmful than statins in older patients
because of the risks of gastrointestinal bleeding, heart block, and
hypotension or renal impairment, respectively. 

Absence of evidence does not necessarily indicate an absence
of benefit. Granted, the contrary is also true (i.e., absence of 
evidence does not preclude harm), but the data we do have suggest
that patients near 80 years of age benefit from statin therapy.

The PROSPER randomized controlled trial (RCT) enrolled
5804 patients between the ages of 70 and 82 years (mean ± 
standard deviation 75 ± 3 years) with established, or at risk for,
cardiovascular disease, who were randomly assigned to receive
pravastatin 40 mg daily or placebo.3 After a mean follow-up 
period of 3.2 years, the primary outcome—composite of coronary
heart disease death, nonfatal myocardial infarction, and fatal or
nonfatal stroke—was reduced by 2.1% (number needed to treat
[NNT] 48). Death from any cause was similar between the
groups, with no significant difference in the risk of myalgia.

A meta-analysis of 8 RCTs investigated statin therapy for 
primary cardiovascular prevention in 24 674 patients 65 years of
age or older (mean 73 ± 3 years).4 Over a mean follow-up of 
3.5 years, statin therapy reduced myocardial infarction by 1.2%
(NNT 84) and stroke by 0.7% (NNT 143), with no significant
difference in all-cause or cardiovascular death or in the risk of new
cancer. Another meta-analysis included 9 RCTs totalling 19 569
patients aged 65–82 years with documented coronary heart 
disease.5 Over a mean follow-up period of 4.9 years, statin therapy,
relative to placebo, reduced all-cause mortality by 3.2% (NNT
32), coronary heart disease mortality by 2.6% (NNT 39), 
nonfatal myocardial infarction by 2.5% (NNT 40), and stroke
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by 1.8% (NNT 56). Although the number of patients 80 years
of age or older was not reported in these meta-analyses, it seems
unsound to simply disregard these results for that age group. 
Furthermore, preventing a cardiovascular event, such as myocardial
infarction, in older patients is not trivial, as it keeps them out of
hospital.

The same “paucity of beneficial evidence” argument for
statins in those 80 years or older also applies to safety. It is 
incongruous to dismiss the efficacy of statins in older persons and
at the same time empirically discontinue therapy because of 
potential adverse effects. One supposed effect of particular 
concern for older adults is cognitive impairment. Multiple 
systematic reviews and meta-analyses have demonstrated either
no association between statins and cognitive impairment6-8 or 
possibly a reduction in incident dementia.9,10 Advanced age is,
however, a risk factor for statin-associated myopathy, as are female
sex, low body mass index, frailty, and renal disease.11 Older 
patients who are receiving statin therapy should be monitored 
frequently for adverse effects. However, that does not imply that
the use of a high-potency statin in an asymptomatic 80-year-old
patient is cruel and unusual. 

Should patients continue to receive statins once they reach
80 years of age? In the end, this is a specious argument because
the decision is not really up to us. We are expected to support our
older patients in making informed decisions based on the 
evidence, and to avoid the temptation to devalue their input by
impulsively surmising that statin therapy is contraindicated 
because of age alone.
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THE “CON” SIDE

Should patients in their 80s and beyond continue to receive
statins? More generally, is any clinician in a position to instruct 
patients as to what they should or should not take? As clinicians, none
of us can direct patients to take a particular medication; rather, each
of us has the responsibility to facilitate an informed decision by the 
patient. In the case of statins, the informed decision must be sensitive
to key issues related to statin evidence. Here, we will attempt to outline
some, though not all, of these issues.

The Net Effect (Balance of Benefits and Harms) of 
Statins in Older Patients Has Not Been Determined

Patients should be made aware that few patients over 80 years
of age have been included in statin trials. A recent systematic review
of statin trials for primary prevention in older patients found that the
average age of participants was 73 years.1 Similarly, a systematic review
of statin trials for secondary prevention in older patients found that
the average was 69 years.2 As such, patients over 80 years of age 
represent only a small subgroup of all patients enrolled in the trials,
which leaves uncertainty about the treatment effect of statins in 
this older age group.3 The statin evidence is best generalized to 
middle-aged, white men.4

We Don’t Really Know the Impact of Stopping Statins
in Adults, Let Alone Older Adults 

Limited and conflicting evidence exists on the impact of 
stopping statins.5 One observational study suggested an increased risk
of cardiovascular events after discontinuing statin therapy,6 but these
results should be interpreted with caution because of the observational
study design and the presence of residual confounding.7 One small
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randomized trial of patients with limited life expectancy suggested no
difference in mortality within 60 days and improved quality of life
with stopping versus continuation of statins.8 To date, evidence 
specific to patients over 80 years of age is lacking.

Statin Treatment Decisions Are Typically Based on 
Low-Density-Lipoprotein Cholesterol 

Statin treatment decisions are often based on levels of low-
density-lipoprotein (LDL) cholesterol, with elevated levels typically
leading to initiation of a statin, an increase in dose, or continuation
of statin therapy. This approach is based on the common assumption
that elevated LDL cholesterol levels are always associated with 
increased risk of morbidity and mortality. However, evidence is
emerging that this association is reversed in older adults. An analysis
of 30 observational studies demonstrated that low LDL cholesterol
was associated with increased all-cause mortality (28 studies) or no
relationship to this outcome (2 studies).9 Similar results have been
documented for cardiovascular mortality: in 7 studies, patients with
low LDL cholesterol had a higher risk, and 2 studies found no 
association.9 In light of this evidence, starting, continuing, or 
intensifying statin therapy in older adults on the basis of LDL 
cholesterol levels may be unwise. 

Statins Can Cause Important Harm

Patients over 80 years of age should be informed of the possible
harm associated with statins and the likelihood that they will 
experience this harm. There is evidence from randomized controlled
trials (RCTs) and observational studies in adults that statins can 
increase the risk of acute kidney injury (number needed to harm
[NNH] 450), cataracts (NNH 50), hemorrhagic stroke (NNH 108),
muscle pain or damage (NNH 48 for musculoskeletal conditions,
NNH 100 for moderate to serious myopathy), and moderate to 
serious liver dysfunction (NNH 150). In addition, it is estimated 
that 1 in 50 patients will withdraw from statin therapy because of an
adverse event of any type or severity.10

Benefits and Likelihood of “Success” May Be 
Exaggerated, While Harms Are Underestimated

Published RCTs of statins may exaggerate their beneficial effects
and underestimate their harms.11 Statin trials generally employ 
run-in periods, whereby those at risk of harm and those least likely to
have beneficial effects have not been included in the randomization.12

Finally, blinding was easily compromised in most of the trials because
clinicians had access to lipid profiles.13

Beyond these concerns, when we use the phrase “should take a
statin” we inadvertently imply that the statin will fully eliminate the
risk of bad outcomes. Even the most optimistic assessment of evidence
for primary prevention with statins in older patients (mean age 
73 years) suggests absolute risk reductions of 1.2% for myocardial 
infarction (NNT 83) and 0.7% for stroke (NNT 166) over 3.5 years,

with no reduction in mortality.1 For secondary prevention with statins
in older patients (mean age 69 years), the most optimistic assessment
of the evidence suggests an absolute risk reduction of 2.6% for 
myocardial infarction (NNT 83), 1.7% for stroke (NNT 58), and
3.8% for all-cause mortality (NNT 28) over 3.5 years.2 It should be
noted that limited information is available on the impact of statins
on the risk of disabling stroke, an important goal of therapy in older
adults. 

What does this mean for individual patients over 80 years of
age? To illustrate with a primary prevention example, it means that
82 of 83 patients treated with statins will not experience the reduction
in risk of myocardial infarction. This hardly represents an elimination
of risk. In addition, there is no way to know whether an individual
patient will derive this effect from a statin. It is important that patients
understand these concepts in order to set realistic expectations for
themselves.

Informed Decision-Making Is Critical, Not Paternalistic
Prescribing

An informed decision is important for anyone considering
whether to start or continue statins, because, as we have outlined,
there is considerable uncertainty in the evidence. Each patient over
80 years of age will need to consider what matters most and will need
all the available information regarding statins before they can 
decide.14

It is important to note that our approach here has been to 
provide a high-level overview of the available published evidence. 
A detailed critical appraisal of all published and unpublished 
information related to the trials of statins in elderly people (e.g., 
clinical study reports, regulatory documents, trial protocols) is not
possible in this context.
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