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Faculty Disclosure Information 
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discussed in this CME activity. 

 

I do not intend to discuss an unapproved/investigative use 

of a commercial product/device in my presentation. 
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Special Considerations for the 

Management of Hypertension and 

Diabetes When Caring for Older Adults 



• AGS 

• ACC 

• AHA 

• ADA: Diabetes Care: Standards of Medical 

Care in Diabetes 2017 
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Recommendations based on: 



Adapted from the American Geriatrics Society 

Copyright © 2016 American Geriatrics Society 

  



Objectives 

• Review diagnostic and management 
strategies for common conditions seen in the 
primary care setting 

• Understand how the management of these 
conditions differs for the older adult 
population 

– Diabetes Mellitus 

– Hypertension 

– (Hyperlipidemia) 
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DIABETES MELLITUS 
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• Ms. CD is a 78 year old F 

– History of DM x 5 years 

– Remote history of lymphoma in remission 

– Recent episode of atypical chest pain 

• Stress echo borderline positive 

• Cardiologist did not recommend cardiac cath as 

she has excellent exercise tolerance 
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Case 



• Labs 4/17 

– HbA1c 7.3 

– Cr. 1.0 

– LDL 135, HDL 56, Trig 156 
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Case Continued 



• Medications 

– Metformin 1000 mg in the AM, 500 mg at HS 

– Pravastatin 40 mg at HS 

– Vitamin D 1000 iu daily 

– Aspirin 81 mg daily 
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Case Continued 



• Comes in to clinic today to discuss the 
following: 

– Recent ED visit x 2 for nausea/vomiting and 
diarrhea 

– Fatigue 

– Night sweats x 1 week 

– Muscle weakness 

– Low mood/irritability 
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Case Continued 



Classification 

• Type 1—Results from absolute deficiency in insulin 

secretion due to autoimmune destruction of 

pancreatic β cells 

• Type 2—Usually due to tissue resistance to insulin 

action and relative insulin deficiency 

• Third category—Injuries to the pancreas, 

endocrinopathies characterized by excesses of 

hormone that antagonize insulin action, drug- or 

chemical-induced diabetes, and infections that 

destroy β cells 
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• About 25% of older adults have Type 2 diabetes  

– Diagnosis usually follows years of “pre-diabetes” (glucose 

intolerance, insulin resistance, metabolic syndrome) 

– Pre-diabetes itself raises the risk of atherosclerosis 

 

• Prevalence of both type 2 diabetes and glucose 

intolerance increases with age 

 Genetics 

 Lifestyle 

 Influence of aging 

 Certain medications 

 Concurrent illnesses 

 Other physiologic stresses 

 



• Older adults with diabetes: 

– Have higher rates of vascular complications and geriatric 

syndromes, which in turn lead to increased morbidity and 

mortality 

• Incontinence 

• Falls 

• Frailty 

• Cognitive impairment 

• Depression 

– Have a 10-year reduction in life expectancy and a mortality 

rate nearly twice that of people without diabetes  



Diagnosis Of Diabetes 

• HbA1c ≥6.5%  

• Plasma glucose after an 8-hour fast ≥126 mg/dL 

• Plasma glucose ≥200 mg/dL and symptoms of polyuria, polydipsia, 

and unexplained weight loss  

• Plasma glucose ≥200 mg/dL measured 2 hours after ingestion of 75 

g glucose in 300 mL water, administered after an overnight fast 

• Must be confirmed, on a subsequent day, preferably by the same 

method 

     No Adjustment for AGE 



CLINICAL EVALUATION 

OF OLDER ADULTS WITH DIABETES 

• Evaluate risk factors for atherosclerotic disease and 
presence of comorbid diseases 

• Take thorough medication history 

• Assess functional status 

• Screen for common geriatric syndromes: Urinary 
incontinence, falls, pain, cognitive impairment, and 
depression are more common in older adults with 
diabetes 

• Assess need for education and self-management 
support, and whether to involve a caregiver 
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GOALS OF DIABETES MANAGEMENT 
• Goals should be individualized clinical targets for each older 

adult with diabetes, involving the caregiver when appropriate 

Management Goals Include:  

• Control hyperglycemia and its symptoms 

• Evaluate and treat associated risks for atherosclerotic and 

microvascular disease 

• Evaluate and treat diabetes complications 

• Support diabetes self-management and education 

• Maintain or improve general health status 

• Avoid hypoglycemia 



GOALS OF DIABETES MANAGEMENT 
• Goals should be individualized clinical targets for each older 

adult with diabetes, involving the caregiver when appropriate 

Management Goals Include:  

• Control hyperglycemia and its symptoms 

• Evaluate and treat associated risks for atherosclerotic and 

microvascular disease 

• Evaluate and treat diabetes complications 

• Support diabetes self-management and education 

• Maintain or improve general health status 

• Avoid hypoglycemia 



• More likely in older patients 

• Reduced ability to sense warning signs 
– Shakiness 

– Irritability 

– Confusion 

– Tachycardia 

• Severe hypoglycemia 
– Loss of consciousness 

– Seizure 

– Coma 

– Death 
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Hypoglycemia 



• May cause: 

– Heart arrhythmias 

– Increased risk of falls 

– Signs and symptoms may be masked by co-

morbidities (i.e. Parkinson’s) 

– Impairs concentration and cognition 

– Impairs reaction time 
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Hypoglycemia 
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Who benefits most from Intensive 

Glycemic Control? 
• Older adults in good health 

• Those with microvascular complications 

• Frail elderly without microvascular 

complications will probably not live long 

enough to develop them 



• Must consider life expectancy and the time needed for 

clinical benefit from a specific intervention in treating 

older adults with diabetes  

 

• Clinical trials have demonstrated that:  
– Greater than 8 years are needed before the benefits of glycemic control are 

reflected in reduced microvascular complications such as diabetic retinopathy or 

kidney disease 

– Only 2–3 years are required to see benefits from better control of 

blood pressure and lipids 



• Healthy, functional older adults: Management should 

be directed toward reducing risks associated with 

diabetes and treating comorbid conditions 

• For some older patients, intensive management is 

not likely to provide benefit and may even be harmful 

• Patients with intermediate health status should 

participate in management decisions based on their 

preferences and available evidence 

• Diabetes management goals and clinical targets 

should be individualized 



• When and how to prioritize interventions? 

• Stratifying older adults: 

–  Comorbities 

–  Complications 

–  Risks vs. benefits of (intensive) therapies 
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Treatment Recommendations 
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TREATMENT FRAMEWORK 
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TREATMENT FRAMEWORK 



• Glycemic Control 

• Hypertension 

• Lipids 

• Tobacco cessation 

• Eye care 

• Foot care 

• Nephropathy 

• Diabetes Self-Management Training 
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Treatment Recommendations 



• Ms. HS is a 70 year old F 

– History of DMT2 x 10 years 

– Asymptomatic 

– HbA1c range for the past several years 

ranges 6.4-6.8 

– Most recent HbA1c in Jan 2017 = 9.5 

– Recently started on Lantus 10 units daily 
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Case 



• Cognitive impairment makes it difficult 

– To reach glycemic, bp and lipid targets 

– For patients to perform complex self care 

tasks 

• Glucose monitoring 

• Adjusting insulin levels 

• Maintain special diet 
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Accommodations 

– Simplify instruction 

– ‘Teach Back’ 

– Focus on one topic per visits 

– Teach simple tasks first then move on to more 
complex. 

– Use memory aids 

– Evaluate learning often 
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Education Strategies 



• Assess baseline knowledge. 

– Health literacy 

– Familiarity with numbers/counting 

• Consider financial resources, safety, 

support systems and the effect on 

perceived quality of life 
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Education Strategies 
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NON PHARMACOLOGIC TREATMENT 

• Include family members/caregivers 

• Motivational Interviewing 

• Essential topics: 

– Hypoglycemia prevention and treatment 

– Benefits exercise and weight management 

– Evaluation of foot care- amputation 
prevention 

– Evaluate Geriatric Conditions 



PHARMACOTHERAPY OF 

DIABETES 
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TREATMENT  

• American Diabetes Association. Older adults. Sec. 11. In Standards of Medical 

Care in Diabetes 2017. Diabetes Care 2017;40(Suppl. 1):S99–S104  



Overview of  Non- Insulin Therapeutic Classes 
Therapeutic Class Agents 

Biguanide Metformin 

Sulfonylurea 2nd generation: Glyburide, glipizide, glimepiride 

Meglitinide Nateglinide (Starlix), repaglinide (Prandin) 

Thiazolidinedione Pioglitazone (Actos), rosiglitazone (Avandia) 

DPP-4 inhibitor Alogliptin (Nesina), linagliptin (Trajenta), saxagliptin (Onglyza), 

sitagliptin (Januvia) 

GLP-1 agonist (incretin 

mimetic) 

Albiglutide (Tanzeum), Dulaglutide (Trulicity), Exenatide (Byetta), 

Liraglutide (Victoza) 

SGLT-2 inhibitor Canagliflozin (Invokana), dapagliflozin (Farxiga), empagliflozin 

(Jardiance) 

Alpha-glucosidase 

inhibitor 

Acarbose, miglitol 

Bile acid sequestrant Colesevelam (Welchol) 



Combination Products 



Selected Oral Diabetic Agents 
Drug  Class/Name MOA AIC 

reduction 

Clinical Pearls 

Biguanine 

(Metformin) 

Decreases Glucose 

production 

Up to 2% Max dose 2,550 

OK to use Crcl 30-50ml/min 

GI SE minimized with slow titration;  

Weight loss 

Sulfonylureas 

(Glipizide, 

Glimepiride, 

Glyburide) 

Stimulate insulin 

release 

Up to 2% Low durability, Don’t use Glyburide. 

Hypoglycemia, weight gain.  Stop 

when insulin is started 

DPP4I’s Prolong Action of 

endogenous Incretins, 

Enhancing 1st phase 

of insulin response 

0.6-1% Trajenta:  No renal adjustments, 

Weight neutral; No hypoglycemia; 

SE: GI, joint pain 

Pancreatitis, Onglyza increases HF 

hospitalizations 

Thiazolidinediones 

(Pioglitazone, 

rosiglitazone) 
Insulin resistance 

reducers 

Up to 1.5% Risk of heart Failure, weight gain, 

edema, arthralgia, LFT increase.   

Inc HDL and Dec TG Actos may 

reduce risk of stroke/MI with pre-

existing disease 



Selected Diabetic Medications 
Drug  Class/Name MOA AIC reduction Clinical Pearls 

Meglitinides 

(Nateglinide, 

repaglinide) 

Increase insulin 

secretion 

0.5-1% Short duration of action.  

PRN use, weight gain, 

hypoglycemia 

SGLT2 Inhibitors 

(Canagliflozin, 

dapagliflozin, 

empagliflozin) 

Decrease glucose 

reabsorption from 

kidney 

And increase urinary 

glucose excretion 

0.5-1.5% Weight loss, lower bp, 

no hypoglycemia, 

hyperkalemia, UTI’s, 

mycotic genital 

infections, ketoacidosis.  

Renal dosing  Possible 

CV benefit 

α-Glucosidase Inhibitors 

(Acarbose, miglitol) 
Decrease glucose 

absorption 

Less than 0.5 GI disturbances. 

Difficult to take 

GLP-1 receptor 

agonists (Exenatide, 

liraglutide, albiglutide, 

dulaglutide) 

Incretin mimetics 

0.7-1% Less hypoglycemia, 

weight loss; 

Pancreatitis, thyroid 

cancer, injectable 



INSULIN PREPARATIONS 

Preparation Onset Peak Duration 
Doses per 

day 

Rapid-acting 

Insulin glulisine (Apidra)  20 min 0.5–1.5 h 3–4 h 3 

Insulin lispro (Humalog) 15 min 0.5–1.5 h 3–4 h 3 

Insulin aspart (NovoLog) 30 min 1–3 h 3–5 h 3 

Short acting insulin 

(e.g., Humulin, Novolin) 0.5–1 h 2–3 h 5–8 h 

3 

3 

3 

Intermediate-acting NPH 

(e.g., Humulin, Novolin) 

1–1.5 h 4–12 h 24 h 1–2 

Insulin preparations are 100U/ml and come 10cc vials and 3cc pens 

70/30 Formulations with NPH and rapid or short acting insulins  



 

Long-Acting Insulin Products 

Agent 
Lantus 

insulin glargine 

Levemir 

insulin detemir 

Toujeo 

insulin glargine 

Onset 1.1 hour 1.1 to 2 hours Develops over 6 hours 

Peak No significant peak 

Duration 10.8 to >24 hours Mean 7.6 to >24 hours >24 hours 

Administration SC once daily  
SC once or twice daily 

(12hr) 
SC once daily 

Formulation 

100 units/mL 

10 ml vial, 3 ml 

SoloStar pen 

100 units/ml 

10 ml vial, 3 ml FlexTouch 

300 units/ml 

1.5 ml SoloStar pen 

Compatibility Do not mix with other insulins or dilute 



 

Ultra Long-Acting Insulin Products 

Agent 
Tresiba 

insulin degludec 

Ryzodeg 

70% insulin degludec/30% insulin aspart 

Onset 30 to 90 minutes 5 to 15 minutes 

Peak 12 hours (minimal) 2.3 hours 

Duration 42 hours >24 hours 

Administration SC  SC 

Formulation 

100 units/mL. 3 mL FlexTouch 

pen 

200 units/mL. 3 mL FlexTouch 

pen 

100 units/mL. 3 mL FlexTouch 

pen 

Compatibility Do not mix with other insulins or solutions 



• Avoid using medications to achieve hemoglobin A1c <7.5% in most 
adults ≥65 years old; moderate control is generally better. 
 

• There is no evidence that using medications to achieve tight glycemic 
control in most older adults with type 2 diabetes is beneficial. Among 
non-older adults, except for long-term reductions in myocardial 
infarction and mortality with metformin, using medications to achieve 
glycated hemoglobin levels less than 7% is associated with harms, 
including higher mortality rates. Tight control has been consistently 
shown to produce higher rates of hypoglycemia in older adults. Given 
the long timeframe to achieve theorized microvascular benefits of tight 
control, glycemic targets should reflect patient goals, health status, and 
life expectancy. Reasonable glycemic targets would be 7.0 – 7.5% in 
healthy older adults with long life expectancy, 7.5 – 8.0% in those with 
moderate comorbidity and a life expectancy < 1 0 years, and 8.0 – 9.0% 
in those with multiple morbidities and shorter life expectancy. 

CHOOSING WISELY 



• Both diabetes and pre-diabetes are important to identify 

and address 

• Because of the great heterogeneity in older population, 

treatment goals for diabetes must be individualized 

• Diabetes self-management is an important part of 

diabetes care, and annual self-management training is 

covered by Medicare Part B 

SUMMARY 



CASES 
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• An 81-year-old man who lives in a nursing home is seen 

for a monthly evaluation.  

• History: moderate dementia, diabetes mellitus 

• Medications: metformin 850 mg three times daily, 

glipizide 10 mg twice daily 

 This regimen has been stable for several months.  

 Values from twice-daily fingerstick monitoring have been between 

150 mg/dL and 220 mg/dL for 6 months.  

• His most recent hemoglobin A1c value was 8.1% 

 



Which one of the following is the most appropriate next 

step? 

(A) Stop fingerstick monitoring. 

(B) Check fructosamine level. 

(C) Increase glipizide to 20 mg twice daily. 

(D) Add sitagliptin. 

(E) Add insulin glargine at bedtime. 

 

 



• Evidence supports the effectiveness of several components of 
diabetes care: 
– Control of lipids and blood pressure 

– Smoking cessation 

– Appropriate eye and foot care 

– Diabetes education and self-management support for medication 
adherence 

– Appropriate nutrition 

– Weight loss, if indicated 

– Increased physical activity 
 

• Home monitoring of blood glucose has not been found to be 
cost-effective 

INTERVENTIONS IN DIABETES 

MANAGEMENT 



• An 82-year-old woman comes to the office, accompanied 
by her daughter. The patient lives alone.  

• History: diabetes, hypertension, hyperlipidemia  

• Medications: lisinopril 20 mg/d, metformin sustained-
release 1,000 mg/d, atorvastatin 40 mg/d, aspirin 81 
mg/d  

• The daughter sees her mother most days and notes that 
she has been less active recently.  

 She seems less interested in her grandchildren and in reading. 

 She frequently skips her daily walk.  

 



• Patient’s self-report 

 She has been walking less frequently because of poor weather.  

 She has no pain with walking and has had no recent falls. 

 Her balance has been good and her vision has been stable.  

• Retinal screening 18 months ago showed no retinopathy. 

• Hemoglobin A1c  three months ago was 7.5%. 

• Examination 

 Blood pressure 145/85 mmHg  

 She has lost 1.8 kg (4 lb) since her last visit 6 months ago. 

 



Which one of the following is the most appropriate next 

step? 

A. Increase lisinopril to 40 mg. 

B. Refer for retinal screening. 

C. Check hemoglobin A1c level. 

D. Screen for depression and cognitive impairment. 

 

 



HYPERTENSION- SPECIAL 

CONSIDERATIONS FOR OLDER 

ADULTS 

54 



• SBP increases progressively with age; DBP plateaus in 5th-6th 

decade 

• 65% of non-institutionalized Americans ≥60 years have 

hypertension (HTN): 

 Close to 50% of older adults have their HTN controlled 

• Increased systolic BP is associated with cardiovascular, 

cerebrovascular, and renal diseases 

 May also increase the risk of age-related cognitive 

decline and cognitive disorders 

EPIDEMIOLOGY 



• Due to blood pressure variability, diagnosis requires 
at least 3 BP readings taken on 2 separate visits 

• Consider ambulatory BP monitoring for patients with 
extreme BP variability, possible “white coat” HTN, 
resistant HTN, or if concern for hypotensive 
episodes including postural hypotension 

• Avoid auscultatory gap by inflating the BP cuff 40 
mmHg higher than the pressure required to occlude 
the brachial pulse 

DIAGNOSIS OF HYPERTENSION 



• Treatment reduces overall mortality, CVD 
events, heart failure, and stroke 

 

• Evidence not as robust in those ≥80 

 

• The Hypertension in the Very Elderly Trial 
(HYVET) study also showed decreased 
mortality in those older than 80 years, but 
did not include frail, very old individuals 

BENEFITS OF TREATMENT 



• JNC-8 Recommendations for adults ≥60:  
 BP < 150/90 

 Acceptable to target <140/90 if no adverse effects on health or 

quality of life 

 Diabetics: BP < 140/90 

• SBP is a stronger predictor of adverse outcomes than DBP in older 

hypertensive adults 

TREATMENT TARGETS 



• Adjunct to drug therapy for all hypertensive 
patients 

• Components: 

 Weight reduction 
 Increased physical activity 
 Stress reduction  
 Reduction in sodium intake 
 Increased intake of potassium in the form of fruits 

and vegetables 

LIFESTYLE MODIFICATION 



• Begin with a nonpharmacologic approach 

• Base drug selection or combination therapies on individual patient 
characteristics 

• Use a low-dose long acting calcium channel blocker, ACE inhibitor, 
or angiotensin-receptor blocker as the first choice for initial 
pharmacologic therapy 

• When starting drug therapy, begin at half the usual dosage, increase 
dosage slowly, and continue nonpharmacologic therapies 

• Treatment goals should be gauged by SBP and based on the 
patient’s comorbidity profile 

• Avoid excessive reduction in DBP (<60-65 mmHg)  

 

 

GENERAL TREATMENT RECOMMENDATIONS  

FOR HYPERTENSION 



• When BP has not been successfully reduced to target 
level, consider:  

 Cautiously increasing the dosage 

 Adding another med (in particular a thiazide-type diuretic) 

 Or switching to another class of medication 

• If BP target not attained on 3-drug regimen, evaluate 
patient for refractory hypertension 

• Consider stepping down treatment once patient has 
maintained target BP for >1 year 

ADJUSTING THERAPY 

 



• Lower BP gradually to avoid complications 

• Most antihypertensive drug classes have comparable 

effectiveness 

• ACE inhibitors and angiotensin II receptor blockers have 

cardiovascular and renal benefits for people with 

diabetes 

MANAGING HYPERTENSION IN OLDER 

ADULTS WITH DIABETES 



HTN MEDICATIONS 



Comparison of HTN Medications 
Drug Class Relevant PK Renal Impairment Side effects Clinical Pearls 

HCTZ 

Chlorthalidone 

Onset2hr/Duration6-12hr 

Peak 2-6hr/Duration 24-

72hr 

ClCr< 30ml/min  not 

effective 

Common at doses of 

50mg/100mg 

Chlorthalidone more 

potent, better 

tolerated 

ACEI Prodrugs Onset 1-2hrs Slow titration Cough, Increased K Cough occurs at any 

time during tx 

ARB’s Onset 1-4 hrs Slow titration Increased K cough Cough occurs at any 

time during tx 

Calcium 

Blockers 

Onset 30- 2hrs No adjustment Edema, GERD, 

constipation, 

Cardizem/Verapamil 

CHF 

Beta Blockers Lipid solubility Some have to be 

adjusted 

Fatigue, SOB 

bradycardia, 

Watch for CNS Side 

effects 

Alpha Blockers 

(Hytrin,Cardura)  

 Hytrin t1/2: 9-12 hrs 

Cardura t1/2:  15-22hrs 

No adjustment 

 

Dizziness, OH, 

edema, tachycardia 

Always administer at 

HS 

Alpha Agonists 

(Clonidine) 

Onset w/in 30 min PO No adjustment 

 

Bradycardia, 

sedation, confusion 

CNS SE’s Onset for 

Patch 2-3 days 

Vasodilators 

(Hydralazine) 

Onset 20-30min 

Duration 8hs 

Clcr 10-50 q8H 

<10 q 12-24H 

Edema, Lupus, 

tachycardia 



• An 80-year-old man comes to the office for routine follow-up.  
 He has not smoked in many years. 

 He does not have diabetes.  

 He walks daily for 30–45 minutes and has no functional impairment. 

• History: hypertension, hyperlipidemia, coronary artery disease 
 Myocardial infarction 5 years ago, with subsequent placement of 

right coronary artery stent  

 Since then he has been well, with no angina or symptoms of heart 
failure. 

• Medications: metoprolol succinate 50 mg/d, amlodipine 2.5 
mg/d, atorvastatin 20 mg/d, aspirin 81 mg/d  

 

CASE  

 



• Examination: 

 Blood pressure  148/75 mmHg  

 Heart rate 72 beats per minute and regular  

 Normal chest findings, including normal respiration  

    Normal laboratory findings  

 

CASE  



Which one of the following would be the most 

appropriate change to his medications?  

 

A. Add hydrochlorothiazide 12.5 mg/d. 

B. Increase amlodipine to 5 mg/d. 

C. Increase metoprolol succinate to 75 mg/d. 

D. No changes  

 

CASE  

 



• A 75-year-old woman has resistant hypertension.  

 She has had hypertension for 20 years.  

 During the past 2 years, blood pressure has ranged from 160/80 mmHg 
to 180/80 mmHg despite several changes in medication.  

• Current medications: hydrochlorothiazide 25 mg/d, metoprolol 
succinate 50 mg/d, hydralazine 25 mg three times daily, lisinopril 40 
mg/d  

 Limited adherence to treatment is suspected, based on pharmacy 
records and a pattern of missing scheduled visits.  

• She states that she feels well and has no headache, sweating, or 
palpitations.  

• She stopped smoking 5 years ago.  

• No history of diabetes, stroke, or coronary artery disease  

CASE   



• Examination: 
 Blood pressure 165/80 mmHg sitting, 155/75 mmHg standing 
 Heart rate 80 beats per minute  
 Normal cardiac findings  
 There is an upper abdominal systolic bruit, but aortic impulse is 

not enlarged.  
 There are no femoral bruits, and pedal pulses are normal.  
 Neurologic findings, including assessment of mental status, are 

normal.  
• Laboratory findings: 

 Creatinine   1.3 mg/dL  
 Estimated glomerular filtration rate  55 mL/min 
 Normal sodium, potassium, and calcium levels and complete 

blood count  
• Ultrasonography: 75% stenosis of the right renal artery 

 

CASE   



Which one of the following is the most 

appropriate next step in management? 

 

A. Increase hydralazine. 

B. Stop hydralazine and start amlodipine. 

C. Schedule magnetic resonance angiography. 

D. Increase metoprolol succinate. 

 

CASE   



HYPERLIPIDEMIA 
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Patient Case EA is a 76 yo Female 

• HTN, DM, 

Hyperlipidemia, 

hypothyroidism, obesity, 

depression, insomnia 

• Pertinent labs 

• AST/ALT 23/18 

• Total Cholesterol 369 

• HDL 40, TG 252, LDL 

259 

• Pt is statin intolerant: 

Reports Muscle Aches 

–  Crestor 5-40mg 

– Lipitor 10-20mg 

– Zetia 10mg 

– Coq 10 enzyme not 

effective 

• Pt Currently taking 

Omega 3 2gm bid 



• Coronary heart disease is the most 
common cause of death in older adults 

• Dyslipidemia is associated with an 
increase risk of CHD 

• Limited data regarding the use of lipid 
lowering therapy in primary prevention 

– May be indicated for patients with reasonable 
life expectancy 
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Dyslipidemia 



• Older adults benefit from lipid lowering 

therapy for secondary prevention 

– Reductions in events with statin therapy can 

occur quickly (weeks to months) 

74 

Dyslipidemia 



• In 2013, guidelines from the AHA, ACC, and the NHLBI stated that there 
is little evidence that treating to a specific LDL target is beneficial 

 

• Specific to older adults the 4 groups most likely to benefit form statin 
therapy: 

– Patients with any form of clinical ASCVD 

– Patients with primary LDL levels of >190 mg/dL 

– Patients with DM, 40-75 yoa with LDL levels of 70-189 mg/dL 

– Patients without DM, 40-75 yoa with an estimated 10 year ASCVD risk greater than or 
equal to 7.5% 

 

 

• Imperative to use a patient-centered approach and shared-decision 
making process before starting any medication 

 

MANAGING DYSLIPIDEMIA IN 

OLDER ADULTS 



Drug Name Dose Effect on LDL 

% 

Effect on 

HDL % 

Effect on 

TG% 

Atorvastatin 

Lipitor 

10mg 

80mg 

-39 

-60 

+ up to 10% -19 

-37 

Lovastatin  10mg 

80mg 

-21 

-40 

+ up to 10% 

 

-10 

-19 

Pravastatin  10mg 

80mg 

-22 

-37 

+ up to 10% 

 

-15 

-19 

Rosuvastatin 

Crestor 

5mg 

40mg 

-45 

-63 

+ up to 10% 

 

-35 

-28 

Simvastatin 5mg 

40mg 

-26 

-41 

+ up to 10% 

 

-12 

-28 

Commonly used HMG-CoA Reductase 

Inhibitors  



Drug Name Dose Effect on LDL 

% 

Effect on HDL 

% 

Effect on TG% 

Cholestryramine  4-24gm -15-30 +3-5 +0-20 

Colesevelam 

Welchol 

6-7 tabs -15-18 +3 +9-10 

Fenofibrate 

Tricor 

67-200 mg -20-25 +1- (-34%) -30-50 

Gemfibrozil 

Lopid 

600mg bid -5-10 +10-20 -30-60 

Ezetimide Zetia 10mg -18 +1 -8 

Omega 3 4gm +44 +9-10 -45 

Niacin 1.5-6gm -21-27 +10-35 10-50 

Selected Miscellaneous Lipid Lowering 

Drugs 
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STATIN THERAPY AND DMT2 



• Crestor and Lipitor are most potent statins available 

 

• Low starting dose and a slow titration can be helpful 

 

• Try several different statins before you give up 

 

• TG below 500 

 

• Omega 3 can significantly increase LDL  

Things to Consider 



THANK YOU 
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