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Background: Dyslipidemia may occur in younger adults (deﬁned as persons aged 21 to 39 years) and is an important risk
factor for cardiovascular disease. Screening might identify
younger adults with asymptomatic dyslipidemia who may beneﬁt from lipid-lowering therapies.
Purpose: To update the 2008 U.S. Preventive Services Task
Force review on dyslipidemia screening in younger adults.
Data Sources: The Cochrane Central Register of Controlled Trials, the Cochrane Database of Systematic Reviews, and MEDLINE through May 2016, and reference lists.
Study Selection: Randomized, controlled trials; cohort studies;
and case– control studies on screening for or treatment of
asymptomatic dyslipidemia in adults aged 21 to 39 years.
Data Extraction: The plan was for 1 investigator to abstract
data and a second to check their accuracy, and for 2 investigators to independently assess study quality; however, no studies
met the inclusion criteria.

D

yslipidemia affects about 53% of U.S. adults (105.3
million) (1). Although dyslipidemia becomes more
prevalent with age, it also affects younger adults. About
36% of adults aged 20 to 29 years and 43% aged 30 to
39 years meet levels recommended by the National
Cholesterol Education Program for all lipids (2). Dyslipidemia is associated with cardiovascular disease, the
leading cause of death in the United States. In 2010,
the prevalence of coronary heart disease (CHD) was
1.2% among those aged 18 to 44 years (3). The number
of myocardial infarctions or fatal CHD events annually is
estimated at 20 000 for men aged 35 to 44 and 5000
for women aged 35 to 44 years (4). In 2011, CHD
caused 12% of deaths in persons aged 25 to 44 years
(5).
Because of the asymptomatic nature of dyslipidemia before signs or symptoms of cardiovascular disease develop, its identiﬁcation requires screening. Detecting dyslipidemia in younger adults might enable
management strategies, including lifestyle modiﬁcation
or medications, to be implemented to reduce the risk
for cardiovascular events. Screening may be particularly beneﬁcial in identifying young adults with markedly elevated lipid levels due to unrecognized familial
hypercholesterolemia.
In 2008, the U.S. Preventive Services Task Force
(USPSTF) recommended lipid screening in men aged
20 to 35 years and women aged 20 to 45 years with
CHD risk factors (B recommendation) (6). Although the
USPSTF found no direct evidence regarding beneﬁts or
harms of lipid screening in these age groups, its recom560 Annals of Internal Medicine • Vol. 165 No. 8 • 18 October 2016

Data Synthesis: No study evaluated the effects of lipid screening versus no screening, treatment versus no treatment, or delayed versus earlier treatment on clinical outcomes in younger
adults. In addition, no study evaluated the diagnostic yield of
alternative screening strategies (such as targeted screening of
persons with a family history of hyperlipidemia vs. general
screening) in younger adults.
Limitation: No direct relevant evidence.
Conclusion: Direct evidence on the beneﬁts and harms of
screening for or treatment of dyslipidemia in younger adults remains unavailable. Estimating the potential effects of screening
for dyslipidemia in this population requires extrapolation from
studies performed in older adults.
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mendation was based on data showing that some
younger adults with CHD risk factors have lipid levels
sufﬁcient to place them at high (>10%) 10-year cardiovascular risk and might beneﬁt from lipid-lowering therapies. The USPSTF made no recommendation for or
against lipid screening in men and women in these age
groups without CHD risk factors (C recommendation)
because of the low likelihood of identifying lipid levels
high enough to justify treatment, thus resulting in small
expected beneﬁts. Recommendations from other
groups vary regarding lipid screening in persons without CHD risk factors. Some guidelines recommend
screening starting at age 20 years; others do not recommend screening until age 35 to 40 for men or 40 to
50 for women (7–10). In general, all guidelines recommend lipid testing in younger adults with CHD, CHD
equivalents, or 1 or more CHD risk factors. The 2014
American College of Cardiology and American Heart
Association guideline on assessing cardiovascular risk
considers it “reasonable” to evaluate traditional cardiovascular risk factors, including lipids, every 4 to 6 years
starting at age 20 (7).
The purpose of this report is to update previous
USPSTF reviews (11–13) on screening for dyslipidemia
in adults. It will be used by the USPSTF to update its
2008 recommendation (6). One difference between
this update and earlier USPSTF reviews is that it focuses
on screening in younger adults (deﬁned as those aged
21 to 39 years). The USPSTF did not re-review evidence
on screening for dyslipidemia in older adults because it
already strongly recommends screening in men older
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than 35 years and women older than 45 (A recommendation). In addition, the decision to initiate lipidlowering therapy with statins is based on a global assessment of cardiovascular risk, not just lipid levels.
Therefore, the USPSTF commissioned a separate
evidence review on the use of statin therapy for cardiovascular disease prevention in adults aged 40 years or
older (14). A separate USPSTF review addresses dyslipidemia screening in persons younger than 21 years
(15).

6. What are the harms of drug treatment of asymptomatic dyslipidemia in adults aged 21 to 39 years?
Detailed methods and data for this review, including search strategies and detailed inclusion criteria, are
contained in the full USPSTF report (18). The full review
also includes 2 contextual questions (not reviewed systematically): 1 on how intermediate outcomes are affected by drug treatment of dyslipidemia in younger
adults and the other on how lipid levels change over
time in younger adults.

METHODS

Data Sources and Searches
We searched the Cochrane Central Register of
Controlled Trials and Cochrane Database of Systematic
Reviews (through May 2016), Ovid MEDLINE (2008
through May 2016) (Appendix Table 1, available at
www.annals.org), and reference lists. Searches were
limited to English-language articles. We also searched
ClinicalTrials.gov for ongoing studies.

Scope of the Review
Using established methods (16, 17), the USPSTF
determined the scope, key questions, and analytic
framework (Figure 1) used to guide this review. A standard protocol was developed and publicly posted on
the USPSTF Web site before the review was carried
out (www.uspreventiveservicestaskforce.org/Page
/Document/ﬁnal-research-plan98/statin-use-in-adults
-preventive-medication1).
Key questions are as follows:
1. What are the beneﬁts of screening for dyslipidemia in asymptomatic adults aged 21 to 39 years on
CHD- or cerebrovascular accident (CVA, or stroke)–
related morbidity or mortality, or on all-cause mortality?
2. What are the harms of screening for dyslipidemia in asymptomatic adults aged 21 to 39 years?
3. What is the diagnostic yield of alternative screening strategies (for example, universal vs. risk-based
screening) for asymptomatic dyslipidemia in adults
aged 21 to 39 years?
4. What are the beneﬁts of dyslipidemia treatment
(such as drug or lifestyle interventions) in adults aged
21 to 39 years on CHD- or CVA-related morbidity or
mortality, or on all-cause mortality?
5. What are the beneﬁts of delayed versus immediate dyslipidemia treatment in adults aged 21 to 39
years on CHD- or CVA- related morbidity or mortality,
or on all-cause mortality?

Study Selection
Two reviewers independently evaluated the literature on the basis of predeﬁned criteria (Appendix Table 2, available at www.annals.org). Eligible studies
were randomized trials, cohort studies, and case– control studies of lipid screening versus no screening, dyslipidemia treatment versus no treatment, and delayed
versus immediate dyslipidemia treatment in asymptomatic adults aged 21 to 39 years that evaluated mortality,
cardiovascular outcomes (CHD- or CVA-related morbidity or mortality), or harms of screening or treatment.
Studies reporting the diagnostic yield (number of true
positives per number tested) of lipid screening in
adults aged 21 to 39 years also were eligible for inclusion. Studies enrolling older adults were also eligible if
the results were reported separately for patients
younger than 40 years or if the mean age of the population was less than 40 years. Regarding treatment,
both drug therapy and lifestyle interventions (such as
exercise and diet changes) were eligible for inclusion.

Figure 1. Analytic framework.
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Figure 2. Literature ﬂow diagram.
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Studies of individuals with prior cardiovascular
events were excluded. The literature selection is summarized in Figure 2.
Data Abstraction and Quality Rating
We planned for 1 investigator to abstract details
about each article's study design, patient population,
setting, screening method, treatment regimen, analysis, follow-up, and results; 1 investigator to review the
data abstraction for accuracy; and 2 investigators to independently apply criteria developed by the USPSTF
(16) to rate the quality of each study as good, fair, or
poor (Appendix, available at www.annals.org), with discrepancies resolved through consensus. No studies,
however, met the inclusion criteria.
Data Synthesis
We planned to assess the aggregate internal validity (quality) of the body of evidence for each key question (good, fair, or poor) by using methods developed
by the USPSTF, based on the number, quality, and size
of studies; consistency of results among studies; and
directness of evidence (16). No studies, however, met
the inclusion criteria.
Role of the Funding Source
This research was funded by the Agency for Healthcare Research and Quality (AHRQ) under a contract to
support the work of the USPSTF. Investigators worked
with USPSTF members and AHRQ staff to develop and
reﬁne the scope, analytic framework, and key questions; resolve issues arising during the project; and ﬁnalize the report. The AHRQ had no role in the study
selection, quality assessment, synthesis, or development of conclusions. It provided project oversight; re562 Annals of Internal Medicine • Vol. 165 No. 8 • 18 October 2016

viewed the draft report; and distributed the draft for
peer review, including to representatives of professional societies and federal agencies. The AHRQ performed a ﬁnal review of the manuscript to ensure that
the analysis met methodological standards.

RESULTS
Screening
We identiﬁed no studies on the beneﬁts or harms
of screening versus no screening for dyslipidemia on
cardiovascular outcomes in asymptomatic adults aged
21 to 39 years.
Diagnostic Yield of Alternate Screening
Strategies
We identiﬁed no studies on the diagnostic yield of
alternative strategies for dyslipidemia screening in
asymptomatic adults aged 21 to 39 years.
Treatment
We identiﬁed no studies on beneﬁts or harms of
treatment versus no treatment regarding cardiovascular outcomes in adults aged 21 to 39 years. Although 4
trials of statins for primary prevention enrolled patients
younger than 40 years, results were not reported separately for this subgroup, which made up a small part of
the study populations (19 –22). One cohort study evaluated the efﬁcacy of statins in patients with familial hypercholesterolemia, but the mean age at enrollment
was 44 years (23). We also identiﬁed no studies on beneﬁts or harms of delayed versus immediate dyslipidemia treatment in adults aged 21 to 39 years.
www.annals.org
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DISCUSSION
No study evaluated the effects of screening versus
no screening or treatment versus no treatment on clinical outcomes in younger adults. In addition, no study
evaluated the diagnostic yield of alternative screening
strategies in younger adults (for example, targeted
screening of persons with a family history of hyperlipidemia vs. general screening). Although some primary
prevention trials enrolled younger adults (19 –22), they
made up a small part of the population and results
were not reported separately for this age group. In addition, because of the small numbers of cardiovascular
events expected in this age group, even if the data
were available, the trials were probably underpowered
to detect effects on clinical outcomes. Therefore, estimating the beneﬁts of lipid-lowering therapies or lifestyle changes for dyslipidemia in younger adults requires extrapolation from trials conducted in older
populations. Even if one assumes that the relative beneﬁts of statins or other therapies are the same in
younger and older adults, the absolute beneﬁts over
the short term (for example, 5 to 10 years) generally
would be lower in younger adults because of the lower
incidence of CHD events in this group. An exception
may be young adults with familial hypercholesterolemia, who are at increased risk for CHD events at a
younger age. However, the only study comparing the
effects of statins versus no statins for familial hypercholesterolemia enrolled persons with a mean age of 44
years and did not meet inclusion criteria (23).
We also found no evidence regarding the incremental beneﬁt of early versus delayed treatment on
clinical outcomes. Earlier initiation of therapy might reduce the risk for CHD events that occur later in life if the
primary mechanism of lipid-lowering therapy is atherosclerosis regression. However, in trials of middle-aged
and older populations, CHD event prevention appeared to start within 1 to 2 years of statin initiation
(24), suggesting that long-term therapy started during
early adulthood may not be required to experience
treatment beneﬁts related to early plaque stabilization
or other, shorter-term effects. Although statins in
middle-aged and older adults appear to be relatively
safe and short-term adverse events generally resolve
with discontinuation of therapy, long-term adverse effects of statins started in younger adulthood and taken
for decades (such as the risk for diabetes and associated sequelae) have not been well-studied. As detailed
in the full report, we also found no evidence regarding
the effects of drug treatment of dyslipidemia on intermediate outcomes in younger adults (18).
Regarding screening in younger adults, another
area of uncertainty is how frequently to test. We found
little evidence to inform screening intervals in this population. As detailed in the full report, longitudinal studies suggest that lipid levels tend to increase over time
in younger adults (25, 26); however, no study evaluated
how lipid levels change according to different intervals
between repeated testing or the proportion of patients
www.annals.org
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who would move from one risk category to another
over time.
The main limitation of this review is the lack of evidence in younger adults, the population of interest.
Our ﬁndings are in accordance with prior USPSTF reviews (11, 13), which also found no direct evidence regarding beneﬁts or harms of screening or subsequent
treatment in this population. Although individuals with
familial hypercholesterolemia are at increased risk for
early cardiovascular events, a factor limiting potential
beneﬁts of screening for this condition is that this is a
low-prevalence condition (estimated at 1 in 500 persons) and that even among this population, most (85%
to 90%) do not experience a CHD event before the age
40 years (27, 28).
In conclusion, direct evidence regarding beneﬁts
and harms of dyslipidemia screening or treatment in
younger adults remains unavailable. Because very
large, long-term trials would be required to evaluate
screening of younger adults in the general population
and may not be feasible, initial screening trials should
consider targeting individuals with a family history of
hypercholesterolemia or early CHD, and initial treatment trials might target persons with very elevated lipid
levels (such as those resulting from familial hypercholesterolemia), to increase statistical power. Trials of delayed versus immediate lipid-lowering therapy for
younger adults with dyslipidemia also would be helpful
for understanding the effectiveness of earlier treatment, and studies are needed to understand harms associated with very long-term statin therapy.
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APPENDIX: CRITERIA FOR ASSESSING INTERNAL
VALIDITY OF INDIVIDUAL STUDIES
The Methods Work Group for the U.S. Preventive
Services Task Force (USPSTF) developed a set of criteria by which the internal validity of individual studies
could be evaluated (16). At its September 1999 meeting, the USPSTF accepted the criteria, as well as the
associated deﬁnitions of quality categories, that relate
to internal validity.
This appendix describes the criteria relating to internal validity and the procedures that topic teams follow for all updates and new assessments in making
these judgments.
All topic teams use initial “ﬁlters” to select studies
for review that most directly address the question under investigation and that are applicable to the population at issue. Thus, studies of any design that used
outdated technology or technology that is not feasible
for primary care practice may be ﬁltered out before the
abstraction stage, depending on the topic and the decisions of the topic team. The teams justify such exclusion decisions if there might be reasonable disagreement about this step. The following criteria are meant
for studies that pass this initial ﬁlter.
Presented here is a set of minimal criteria for each
study design followed by a general deﬁnition of 3 categories—”good,” “fair,” and “poor”— based on those criteria. These speciﬁcations are not meant to be rigid
rules but rather are intended to be general guidelines,
and individual exceptions, when explicitly explained
and justiﬁed, may be made. In general, a good study is
one that meets all criteria. A fair study is one that does
www.annals.org

not meet (or it is unclear whether it meets) at least 1
criterion but has no known “fatal ﬂaw.” Poor studies
have at least 1 fatal ﬂaw.
Systematic Reviews
Criteria

Comprehensiveness of sources considered or the
search strategy used
Standard appraisal of included studies
Validity of conclusions
Recency and relevance are especially important for
systematic reviews
Deﬁnition of Ratings From Aforementioned Criteria

Good: Recent, relevant review with comprehensive
sources and search strategies; explicit and relevant selection criteria; standard appraisal of included studies;
and valid conclusions
Fair: Recent, relevant review that is not clearly biased but lacks comprehensive sources and search strategies
Poor: Outdated, irrelevant, or biased review without systematic search for studies, explicit selection criteria, or standard appraisal of studies
Randomized, Controlled Trials and
Cohort Studies
Criteria

Initial assembly of comparable groups for randomized, controlled trials (RCTs): adequate randomization,
including ﬁrst concealment and whether potential confounders were distributed equally among groups
Initial assembly of comparable groups for cohort
studies: consideration of potential confounders with either restriction or measurement for adjustment in the
analysis; consideration of inception cohorts
Maintenance of comparable groups (includes attrition, crossovers, adherence, and contamination)
Important differential loss to follow-up or overall
high loss to follow-up
Measurements: equal, reliable, and valid (includes
masking of outcome assessment)
Clear deﬁnition of interventions
Consideration of all important outcomes
Analysis: adjustment for potential confounders for
cohort studies, or intention-to-treat analysis for RCTs
Deﬁnition of Ratings From Aforementioned Criteria

Good: Meets all criteria. Comparable groups are
assembled initially and maintained throughout the
study (follow-up at least 80%); reliable and valid measurement instruments are used and applied equally to
the groups; interventions are spelled out clearly; all important outcomes are considered; and appropriate attention is paid to confounders in the analysis. In addition, for RCTs, intention-to-treat analysis is used.
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Fair: Studies are graded as fair if any or all of the
following problems occur, but without the fatal ﬂaws
noted in the “poor” category: Generally comparable
groups are assembled initially, but some question remains as to whether some (although not major) differences occurred with follow-up; measurement instruments are acceptable (although not the best) and
generally applied equally; some but not all important
outcomes are considered; and some but not all potential confounders are accounted for. Intention-to-treat
analysis is done for RCTs.
Poor: Studies are graded as poor if any of the following fatal ﬂaws exist: Groups assembled initially are
not close to being comparable or maintained throughout the study; unreliable or invalid measurement instruments are used or not applied at all equally among
groups (including not masking outcome assessment);
and key confounders are given little or no attention. For
RCTs, intention-to-treat analysis is lacking.
Case–Control Studies
Criteria

Accurate ascertainment of cases
Nonbiased selection of cases and controls, with exclusion criteria applied equally to both
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Response rate
Diagnostic testing procedures applied equally to
each group
Measurement of exposure accurate and applied
equally to each group
Appropriate attention to potential confounding
variables

Deﬁnition of Ratings From Aforementioned Criteria

Good: Appropriate ascertainment of cases and
nonbiased selection of case and control participants;
exclusion criteria applied equally to cases and controls;
response rate of 80% or greater; diagnostic procedures
and measurements accurate and applied equally to
cases and controls; and appropriate attention given to
confounding variables
Fair: Recent, relevant, without major apparent selection or diagnostic work-up bias but with response
rate less than 80% or attention to some but not all important confounding variables
Poor: Major selection or diagnostic work-up biases,
response rates less than 50%, or inattention to confounding variables
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Appendix Table 1. Search Strategies

Appendix Table 1—Continued

Screening
Databases: Ovid MEDLINE without Revisions and Cochrane Central
Register of Controlled Trials
1. exp Dyslipidemias/
2. Cholesterol/bl
3. Mass Screening/
4. (1 or 2) and 3
5. limit 4 to yr=“2008 - 2016”
6. limit 5 to humans
7. limit 6 to English language
8. limit 6 to abstracts
9. 7 or 8
Treatment
Randomized, controlled trials and controlled observational studies
Database: Ovid MEDLINE without Revisions
1. exp Dyslipidemias/
2. Cholesterol, HDL/bl
3. Cholesterol, LDL/bl
4. Lipids/bl
5. Triglycerides/bl
6. or/2-5
7. Cardiovascular Diseases/pc
8. or/1-7
9. Hypolipidemic Agents/
10. Anticholesteremic Agents/
11. Hydroxymethylglutaryl-CoA Reductase Inhibitors/
12. (atorvastatin or ﬂuvastatin or lovastatin or pitavastatin or
pravastatin or rosuvastatin or simvastatin).mp.
13. (lipitor or lescol or mevacor or livalo or pravachol or crestor or
zocor).mp.
14. Gemﬁbrozil/
15. Fenoﬁbrate/
16. Niacin/
17. or/9-16
18. Diet/ or Diet, Reducing/
19. Exercise Therapy/
20. Weight Loss/
21. (diet or exercise or lifestyle).ti,ab.
22. or/18-21
23. 8 and (17 or 22)
24. 23 and (random$ or control$ or cohort).ti,ab.
25. 24 not (child$ or pediatric$ or adolescen$ or teen$).mp.
26. limit 25 to (English language and humans)
27. limit 26 to yr=“2008 - 2016”
Database: Cochrane Central Register of Controlled Trials
1. exp Dyslipidemias/
2. Cholesterol, HDL/bl
3. Cholesterol, LDL/bl
4. Lipids/bl
5. Triglycerides/bl
6. or/2-5
7. Cardiovascular Diseases/pc
8. or/1-7
9. Hypolipidemic Agents/
10. Anticholesteremic Agents/
11. Hydroxymethylglutaryl-CoA Reductase Inhibitors/
12. (atorvastatin or ﬂuvastatin or lovastatin or pitavastatin or
pravastatin or rosuvastatin or simvastatin).mp.
13. (lipitor or lescol or mevacor or livalo or pravachol or crestor or
zocor).mp.
14. Gemﬁbrozil/
15. Fenoﬁbrate/
16. Niacin/
17. or/9-16
18. Diet/ or Diet, Reducing/
19. Exercise Therapy/
20. Weight Loss/

21. (diet or exercise or lifestyle).ti,ab.
22. or/18-21
23. 8 and (17 or 22)
24. limit 23 to yr="2008 - 2016"
Systematic reviews
Database: Ovid MEDLINE without Revisions
1. exp Dyslipidemias/
2. Cholesterol, HDL/bl
3. Cholesterol, LDL/bl
4. Lipids/bl
5. Triglycerides/bl
6. or/2-5
7. Cardiovascular Diseases/pc
8. or/1-7
9. Hypolipidemic Agents/
10. Anticholesteremic Agents/
11. Hydroxymethylglutaryl-CoA Reductase Inhibitors/
12. (atorvastatin or ﬂuvastatin or lovastatin or pitavastatin or
pravastatin or rosuvastatin or simvastatin).mp.
13. (lipitor or lescol or mevacor or livalo or pravachol or crestor or
zocor).mp.
14. Gemﬁbrozil/
15. Fenoﬁbrate/
16. Niacin/
17. or/9-16
18. Diet/ or Diet, Reducing/
19. Exercise Therapy/
20. Weight Loss/
21. (diet or exercise or lifestyle).ti,ab.
22. or/18-21
23. 8 and (17 or 22)
24. limit 23 to evidence based medicine reviews
25. limit 24 to (English language and humans)
26. limit 25 to yr="2008 - 2016"
Database: Cochrane Database of Systematic Reviews
1. (lipid$ or cholesterol).ti,ab.
2. 1 not (child$ or pediatric$ or adolescen$ or teen$).mp.
3. limit 2 to full systematic reviews

Continued
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Appendix Table 2. Inclusion and Exclusion Criteria per KQ
Include
Population
KQs 1-3: Asymptomatic adults aged 21 to 39 y
KQs 4-6: Adults aged 21 to 39 y with dyslipidemia
Diseases
Dyslipidemia (as deﬁned according to clinical practice guidelines, levels above
the 90th percentile for lipid components positively associated with CHD risk, or
other speciﬁed criteria)
Screening interventions
Lipid panel (fasting or nonfasting lipid measurement: Total or LDL cholesterol
alone or in combination with HDL cholesterol, with or without measurement of
other lipid markers)
Screening comparator
No screening or usual care delivered in a universal or selective screening strategy
Treatment interventions
Drug (e.g., statins) and lifestyle interventions (e.g., exercise and diet changes)
Treatment comparator
No treatment or usual care
Outcomes
KQs 1, 4, 5: CHD- and/or CVA-related morbidity or mortality; all-cause mortality
KQ 2: Harms associated with the screening process (e.g., false-positives,
false-negatives, psychosocial consequences such as anxiety, overdiagnosis,
and others as identiﬁed in the literature)
KQ 3: Diagnostic yield (true positives/number screened)
KQ 6: Harms associated with drug treatment (e.g., myopathy, rhabdomyolysis,
myalgia, cognitive loss, diabetes, elevations in liver function tests or creatine
phosphokinase levels, and others as identiﬁed in the literature)
Study design
Randomized, controlled trials; cohort studies; case-control studies; high-quality
systematic reviews
Settings
Publication date of 2008 to present; studies included in prior USPSTF reports
Primary care or primary care–relevant

Exclude
KQs 1-3: Adults with known dyslipidemia (primary or secondary)
or prior CVD events
KQs 4-6: Adults with prior CVD events
Lipid levels not meeting thresholds for dyslipidemia

Screening with family history only
Genetic screening only

Other comparators not listed as included
Other types of treatments not listed as included
Other comparators not listed
KQs 1, 4, 5: Outcomes not listed as included
KQ 2: Adverse outcomes not associated with screening

KQ 3: Outcomes not listed as included
KQ 6: Other adverse outcomes not associated with drug
treatment

Other study designs

Settings not generalizable to primary care; studies outside the
stated time frame

CHD = coronary heart disease; CVA = cerebrovascular accident/stroke; CVD = cardiovascular disease; HDL = high-density lipoprotein; KQ = key
question; LDL = low-density lipoprotein; USPSTF = U.S. Preventive Services Task Force.
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