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USPSTF scales back approach
to lipid screening for women

The USPSTF recommendation for women diverges from
those of the NIH and the American Heart Association

en patients_reached a cer-
tain age(36 for men, 46 for
women), it used to mean that

it-was time, in the eyes_of the United
States Preventive:Services Task' Force
(USPSTF), to'screen for lipid disorders.
But that’s changed for female patients.

The USPSTE’s latest recommenda-
tions (TABLE 1) on screening for lipid
disorders in adults' call for~screening
women only when coronary heart dis-
ease (CHD) risk factors are present, re-
gardless of their age. (See TABLE 2 for a
list of CHD risk factors.) That’s a major
shift from the 2001 recommendation,
which stated that all women over age 45
should be screened and women ages 20
to 45 should be screened if they were at
elevated risk.

The recommendations for men re-
main the same: All men older than 35
should be screened, as should men who
are between the ages of 20 and 35 who
have other CHD risks.

1 A different approach
from NIH and AHA

The revised updated recommendation
for women over age 45 was based on 2
systematic evidence reviews??® that con-
cluded, while treatment clearly benefits
women with other risk factors, benefit
has not been proven for women who are

otherwise CHD risk free.

The recommendation for women
conflicts with those of the National Insti-
tutes of Health and the American Heart
Association; both recommend screening

all adults starting-at age 20—regardless
of risk.

1 Screening those without
risk isn’t ruled out

It is important to note that the task force
is not recommending against screening
in women (or men between the ages of
20 and 35) who do not have other CHD
risks. The task force makes a C recom-
mendation with wording that states,
“The USPSTF makes no recommenda-
tion for or against routine provision of
[the service]. The USPSTF found at least
fair evidence that [the service] can im-
prove health outcomes but concludes
that the balance of benefits and harms is
too close to justify a general recommen-
dation” (TABLE 3).

The task force chose not to use the
new wording for a C recommendation,
adopted in 2007, which reads, “The
USPSTF recommends against routinely
providing the service. There may be con-
siderations that support providing the
service in an individual patient. There is
at least moderate certainty that the net
benefit is small.”
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It is also important to realize that a
large proportion of women have another
CHD risk and will not fall into the C cat-
egory recommendation.

I No need to look
at triglycerides initially

The task force recommends screening
with a fasting or nonfasting serum sample
for total cholesterol and high-density li-
poprotein cholesterol. The task force does
not recommend including a triglyceride
level because there is mixed and inclusive
evidence that triglyceride levels are inde-
pendently associated with CHD risk and
scant evidence that treating isolated ele-
vated triglyceride levels reduces the occur-
rence of CHD events. This approach also
conflicts with other organizations that
recommend screening with fasting lipid
profiles that include a triglyceride level.

The task force states that an abnor-
mal initial screen should be confirmed
by a repeat test and, if confirmed, a fast-
ing lipid panel should be obtained. Wide
adoption of the task force recommenda-
tions would result in considerable sav-
ings in cost and patient inconvenience
by avoiding complete fasting lipid pan-
els as the initial screen.

The optimal frequency of screening is
not established and the task force states
that every 5 years is reasonable, although
more frequent testing might be considered
for those with high normal values, and less
frequent intervals for those with optimal
cholesterol levels and healthy lifestyles.

I Treatment:
Look beyond lifestyle

The screening recommendations are ac-
companied by a discussion of clinical
considerations and a description of an
approach to treatment for those with
lipid disorders. The main point the task
force makes is that all CHD risks should
be addressed, and that lifestyle changes
alone rarely reduce elevated cholesterol to
an optimal level. (For more on the treat-
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TABLE 1

USPSTF lipid disorder screening
recommendations at a glance

Screening men

* The United States Preventive Services Task Force (USPSTF)
strongly recommends screening men ages 35 and older for lipid disorders.
Grade A recommendation

e The USPSTF recommends screening men ages 20 to 35 for lipid disorders
if they are at increased risk for coronary heart disease (CHD).
Grade B recommendation

Screening women at increased risk

e The USPSTF strongly recommends screening women ages 45 and older
for lipid disorders if they are at increased risk for CHD.
Grade A recommendation

e The USPSTF recommends screening women ages 20 to 45 for lipid disorders

if they are at increased risk for CHD.
Grade B recommendation

Screening young men and all women not at increased risk

® The USPSTF makes no recommendation for or against routine screening for
lipid disorders in men between the ages of 20 and 35, or in women ages 20

and older who are not at increased risk for CHD.
Grade C recommendation

Risk factors for CHD

¢ Diabetes

e Personal history of coronary heart disease (CHD) or noncoronary
atherosclerosis (eg, abdominal aortic aneurysm, peripheral artery disease,
and carotid artery stenosis)

o A family history of cardiovascular disease before age 50 in male relatives
or age 60 in female relatives

¢ Tobacco use
¢ Hypertension

 Obesity (body mass index >30)

ment of hyperlipidemia, see the National
Heart, Lung, and Blood Institute’s Detec-
tion, Evaluation, and Treatment of High
Blood Cholesterol in Adults [Adult Treat-
ment Panel 11I] at http://www.nhlbi.nih.
gov/guidelines/cholesterol/index.htm.)

I Time to rethink
conventional opinion

The updated task force recommenda-

tions are a reminder that many widely

used guidelines, including those on the
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TABLE 3

USPSTF recommendation
categories

A—Strongly recommended: The United States
Preventive Services Task Force (USPSTF) strongly
recommends that clinicians provide the service

to eligible patients. The USPSTF found good evi-
dence that the service improves important health
outcomes and concludes that benefits substantially
outweigh harms.

B—Recommended: The USPSTF recommends
that clinicians provide the service to eligible
patients. The USPSTF found at least fair evidence
that the service improves important health outcomes
and concludes that benefits outweigh harms.

C—No recommendation: The USPSTF makes
no recommendation for or against routine provi-
sion of the service. The USPSTF found at least
fair evidence that the service can improve health
outcomes but concludes that the balance of
benefits and harms is too close to justify a general
recommendation.

D—Not recommended: The USPSTF
recommends against routinely providing the
service to asymptomatic patients. The USPSTF
found at least fair evidence that the service is
ineffective or that harms outweigh benefits.

I—Insufficient evidence to make a
recommendation: The USPSTF concludes that
the evidence is insufficient to recommend for or
against routinely providing the service. Evidence
that the service is effective is lacking, of poor
quality, or conflicting, and the balance of benefits
and harms cannot be determined.

prevention of CHD, are based on a lack
of high-level evidence. Thus, it is not sur-
prising that a rigorously evidence-based
analysis, as preformed by the USPSTE
will frequently result in recommenda-
tions that are at variance with common
practice and conventional opinion. =
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