
Hyperlipidaemia: 
when and how 
to start statin therapy

The importance of risk assessment

During the last decades, the prevalence of some non-communicable diseases, such as 
hyperlipidaemia, has been increasing globally. A recent meta-analysis conducted in the Middle 
East found a pooled prevalence of 32.09% for elevated low-density lipoprotein cholesterol 
(LDL-C).1 Increased blood levels of LDL-C, classified as hyperlipidaemia, is a well-established 
causal risk factor for atherosclerotic cardiovascular disease (ASCVD). Early and appropriate 
initiation of tailored pharmacotherapy based on statins is a cornerstone of both primary and 
secondary cardiovascular disease (CVD) prevention strategies.2,3

The decision to initiate statin therapy is partly 
based on the patient’s estimated 
cardiovascular risk or LDL-C thresholds. 
Across international guidelines (European, 
American, Middle East…), tools like the 
Systematic Coronary Risk Estimation 2 
(SCORE2) (Europe), pooled cohort equations 

(PCEs) (US), or similar region-adapted 
calculators are employed to determine a 
patient’s 10-year ASCVD risk. These risk 
scores incorporate factors such as age, sex, 
smoking status, cholesterol or blood pressure, 
providing an important foundation for shared 
decision-making.3-6 
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Considerations for special populations

Conclusion
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Although guidelines align on core principles, 
certain populations may require adapted 
approaches. These populations include 
individuals with diabetes mellitus, familial 
hypercholesterolemia, CKD, or other 

risk-enhancing conditions. Such groups may 
need earlier initiation, more aggressive LDL-C 
targets, or additional therapies beyond statins, 
highlighting the importance of individualised 
care based on risk-benefit analysis.3,5,8

While guideline-specific thresholds and terminology may differ, there is strong global 
consensus on the central role of statins in reducing ASCVD risk. Recommendations from 
North American, European, and Middle Eastern sources all endorse using statins as 
first-line pharmacological therapy in both primary and secondary prevention, with intensity 
tailored to the patient’s cardiovascular risk level.3,5,7 Following guidelines and implementing 
these core principles into everyday clinical practice is key to curbing the burden of 
cardiovascular disease across populations.
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Management of CVD prevention should 
typically begin with lifestyle modifications and 
regular physical activity, avoiding sedentary 
behaviours. If risk thresholds are met after 
lifestyle measures, pharmacotherapy is 
initiated. Statins are the first-line 
pharmacological agents in all major guidelines 
for CVD prevention due to their proven efficacy 
in lowering LDL-C.3-5,7 Moreover, guidelines 
distinguish between primary prevention 
(preventing first CVD events) and secondary 
prevention (preventing recurrent events in 
patients with established disease):

• Primary prevention. Statins are 
recommended for individuals at moderate, 
high, or very high risk of CVD depending on 
the score risk previously mentioned. In 
addition, other risk-enhancing factors, such 
as family history of premature CVD, chronic 
kidney disease (CKD), diabetes mellitus or 
metabolic syndrome, may support earlier 
initiation even in lower risk groups 
patients.3-5,8 

• Secondary prevention. European 
guidelines recommend immediate 
high-intensity statin treatment initiation in 
patients with established CVD for a 
reduction of  LDL -C < 55 mg/dL ( 14 
mmol/L)  and   ≥50% of LDL-C levels from 
baseline.3

Selection of statins (moderate-intensity statins 
target 30-49% LDL-C reductions, whereas 
high-intensity statins target ≥50% LDL-C 
reductions) is driven by the patient’s 
cardiovascular risk, LDL-C baseline levels and 
reduction goals specifically stratified in 
international guidelines. Guidelines outline 
assessing baseline LDL-C levels and 
performing periodic monitoring on statin 
therapy, as it is critical to improve treatment 
adherence, detect possible adverse events and 
ensure treatment efficacy. If LDL-C reduction 
goals are not achieved with maximally tolerated 
statin dosages, a combination of statins with 
other lipid-lowering agents is 
recommended.3,5,8


