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ABSTRACT

BACKGROUND: The most recent Canadian population-level data on lipid levels are from 1992. This study presents current estimates of Canadians with
dyslipidemia, the proportion aware of their condition, and the proportion being treated and below target values.

METHODS: The Canadian Health Measures Survey (2007-2009) assessed the prevalence, awareness and treatment of dyslipidemia. Dyslipidemia was
defined as TC/HDL-C ratio ≥5; measured LDL-C ≥3.5 mmol/L; or taking lipid-modifying medications. The 2009 guidelines for the diagnosis and
treatment of dyslipidemia were used to define low, moderate or high cardiovascular disease (CVD) risk and treatment initiation and targets.

RESULTS: Forty-five percent of Canadians aged 18-79 years have dyslipidemia. Fifty-seven percent of respondents were not aware of their condition.
Lipid-modifying therapy was initiated in individuals where treatment would be recommended in 49%, 20% and 54% of those at high, moderate, and
low risk levels, respectively. The majority (81%) of those taking medication had their lipid levels under desirable levels, however, only 24% of those with
dyslipidemia reported medication use. Overall, only 19% of those with dyslipidemia had their lipids under recommended levels. Only 41% of those
taking lipid-modifying medication reached a recommended target of LDL-C <2 mmol/L or ApoB <0.8 g/L.

CONCLUSION: There is still a high proportion of Canadians at high risk of CVD, with dyslipidemia, who are not being treated to recommended levels.
These data need to be integrated into CVD reduction recommendations and represent an important baseline for assessing progress.
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La traduction du résumé se trouve à la fin de l’article. Can J Public Health 2013;104(3):e252-e257.

H igh lipid levels are a major risk factor for cardiovascular dis-
ease (CVD), which is a leading cause of death for Canadian
men and women.1 It is estimated that dyslipidemia is

responsible for about 4.4 million deaths worldwide.2 Population
surveillance is important in monitoring risk factors for cardiovas-
cular and other diseases. However, there is a paucity of population-
level data on lipid levels. Estimates in the US indicate that 53% of
adults have dyslipidemia.3 No recent comparable Canadian data
have been published. Population-level data on lipid levels in Cana-
dians was last collected in the 1986-1992 Canadian Heart Health
Surveys (CHHS), at which time 44% of respondents had elevated
total cholesterol levels above 5.2 mmol/L; 14% had LDL cholesterol
(LDL-C) levels above 4.1 mmol/L; and 8% had HDL cholesterol
(HDL-C) values below 0.9 mmol/L.4

The Canadian Health Measures Survey (CHMS) is the most com-
prehensive population-representative direct measures survey ever
conducted in Canada and provides recent laboratory-measured data
on lipid levels of Canadians. The purpose of this paper was to deter-
mine the proportion of the Canadian population with dyslipi-
demia, the number aware of their lipid levels status and the number
being treated for their condition. The proportion of the Canadian
population who adhered with the 2009 Canadian Cardiovascular
Society lipid targets5 was also assessed.

METHODS

Data source
The CHMS is a nationally representative survey of the household
population.6-8 Data for cycle 1 were collected from March 2007
through February 2009 at 15 sites across the country for respon-
dents aged 6 to 79 years. Full-time members of the Canadian Forces
and residents of Crown lands, Indian reserves, institutions and cer-
tain remote regions were excluded. The sample represented approx-
imately 96% of the population.9

The CHMS consisted of a household interview where informa-
tion about socio-demographic characteristics, health and lifestyle
was gathered. This was followed by a visit to a mobile examination
centre, which included physical measures and bio-specimen sam-
pling (blood and urine).10
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Of the households selected for the survey, 69.6% agreed to partici-
pate, 88.3% completed the household questionnaire, and 84.9% par-
ticipated in the subsequent examination component of the survey. The
final response rate, after adjusting for the sampling strategy, was 51.7%.9

Blood samples were collected as part of the mobile examination cen-
tre component (see Bryan et al.10 for details). Approximately half of
respondents were selected at random to fast before blood samples were
taken. This study is based on 1,701 respondents aged 20 to 79 years
who were part of the fasting subsample. The overall combined
response rate for the fasting subsample was 46.3%. Sampling weights
were provided for the fasting subsample which incorporated an adjust-
ment for the probability of being selected into the subsample, a non-
response adjustment (based on characteristics available for respondents
vs. non-respondents to this component of the survey) and calibration
to ensure that estimates based on these weights were representative of
the Canadian population by sex, age group and geographical region.9

Measures
Respondents were defined as having measured dyslipidemia if:
• measured total cholesterol (TC)/HDL-C ratio was ≥5; or
• measured LDL-C was ≥3.5 mmol/L.

In addition to the measured values, respondents who reported
taking lipid-modifying medication in the month before the mobile
examination component were also considered as having dyslipi-

demia. Respondents were asked to provide the Drug Identification
Numbers (DIN) for all prescription medications they were taking.
These were subsequently coded using the Anatomical Therapeutic
Chemical (ATC) classification system.11 Lipid-modifying medications
were defined as all C10A (lipid-modifying agents) and C10B (lipid-
modifying agents, combinations) drugs with the exception of
C10AX01 (dextrothyroxine).

Respondents who were classified as having dyslipidemia (mea-
sured high lipid levels or taking lipid-modifying medication) were
defined as being aware if, during the household interview, they
reported that they had been told by a health professional that their
blood cholesterol was high.
Guidelines for the Diagnosis and Treatment of Dyslipidemia
Based on the 2009 guidelines for the diagnosis and treatment of
dyslipidemia,5 respondents were categorized as being at low, mod-
erate or high risk of CVD. These guidelines define risk according to
the criteria in Table 1.

In the CHMS, not all of the information was available for the cri-
teria specified for the high-risk group. Therefore in this study high
risk was defined as a Framingham risk score ≥20%,12 Reynolds risk
score ≥20%,13 diabetes (in men >45 years or women >50 years), or
self-reported heart disease, heart attack or stroke. Diabetes was
defined as elevated fasting glucose of ≥7 mmol/L or the use of
insulin in the previous month.
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Table 1. Criteria for Determining Risk of Cardiovascular Disease, Treatment Initiation and Treatment Targets Using the 2009
Guidelines for the Diagnosis and Treatment of Dyslipidemia

Criteria for determining risk of CVD
High risk – any one of the following Moderate risk Low risk
- coronary artery disease - Framingham risk score 10% to 19% - Framingham risk score <10%
- peripheral vascular disease
- atherosclerosis
- most patients with diabetes (men >45 and

women >50 years)
- Framingham risk score12 ≥20%
- Reynolds risk score13 ≥20%

Criteria for determining whether treatment initiation is recommended, by risk category 
High risk Moderate risk Low risk
- Consider treatment in all patients - LDL-C ≥†3.5 mmol/L - LDL-C ≥5 mmol/L

- TC/HDL-C ≥5
- hs-CRP >2 mg/L in men older than 50 and in - (supplementary guideline - consider treatment if 

women older than 60 years of age TC/HDL-C >6)
- Family history and hs-CRP risk (RRS ≥10)

Primary treatment targets, by risk levels 
High risk Moderate risk Low risk
- LDL-C <2 mmol/L or a reduction in LDL-C - LDL-C <2 mmol/L or a reduction in LDL-C - a reduction in LDL-C of ≥50% (not available)

of ≥50%‡ of ≥50%
- Apolipoprotein B <0.8 g/L - Apolipoprotein B <0.8 g/L

† For all measures but hs-CRP, where the guidelines had > we used ≥.
‡ Reduction in LDL-C of 50% not available.
RRS = Reynolds risk score.

Table 2. Percentage With Dyslipidemia, by Sex and Age Group, Household Population Aged 20 to 79 years, Canada, 2007-2009

TC/HDL-C Ratio ≥5 LDL-C ≥3.5 mmol/L TC/HDL-C Ratio ≥5 or 
LDL-C ≥3.5 mmol/L

% 95% CI % 95% CI % 95% CI

Total 17.3 14.1-21.0 31.6 27.8-35.7 36.0 33.0-39.2
Sex

Male† 24.4 19.2-30.5 36.1 29.2-43.5 43.2 37.4-49.2
Female 10.3* 6.9-15.1 27.3* 23.5-31.4 29.0* 25.3-33.1

Age group (years)
20-39 12.4* 9.1-16.7 23.2* 18.5-28.7 27.9* 23.5-32.7
40-59† 20.2 15.8-25.5 36.6 31.1-42.6 40.9 36.5-45.4
60-79 20.5 16.6-24.9 37.1 30.9-43.7 41.3 36.4-46.4

† Reference category.
* Significantly different from reference category (p<0.05).
Source: March 2007 to February 2009 Canadian Health Measures Survey.



Based on risk level, the guidelines specify criteria for which treat-
ment initiation is recommended. CHMS respondents were catego-
rized based on the criteria in Table 1. Primary targets are also
specified by risk level (Table 1).

With CHMS data, it was not possible to assess a reduction in LDL-
C, but respondents were categorized as treated and achieving target
levels based on the other target criteria outlined in Table 1. Indi-
viduals treated but not reaching the treatment targets in each risk
category were defined as not achieving target levels.

All estimates were based on weighted data using the sampling
weights provided for the fasting subsample. Statistical analyses were
performed using SAS and SUDAAN software. Standard errors, coef-
ficients of variation and 95% confidence intervals were calculated
with the bootstrap technique.14,15 The number of degrees of free-
dom was specified as 11 to account for the CHMS sample design.9

Significance levels were set at p<0.05.

RESULTS

Using a simple definition of dyslipidemia, based on LDL-C levels of
≥3.5 mmol/L or TC/HDL-C ≥5, 36% (95% CI 33-39) of Canadian
adults could be classified as having dyslipidemia (Table 2). The
prevalence of measured dyslipidemia increased with age and was
significantly more common in males (43%, 95% CI 37-49) than in
females (29%, 95% CI 25-33).

When the use of lipid-modifying medication was included in the
definition of dyslipidemia, the prevalence rose to 45% (95% CI 
42-48) (Table 3). The majority (81%, (8.5/10.5), 95% CI 74-86) of those

taking medication had their lipid levels under high levels (i.e., LDL-
C<3.5 and TC/HDL-C ratio<5). However, only 24% (10.5/44.6, 
95% CI 20-27) of those with dyslipidemia reported medication use.
When we consider the total population with dyslipidemia, includ-
ing those taking lipid-modifying drugs, only 19% (8.5/44.6, 
95% CI 16-22) of those with dyslipidemia had their lipids under
desirable levels. Only 18% (8.5/47.3, 95% CI 11-28) of participants
aged 40 to 59 years were taking medication for their dyslipidemia,
while for those aged 60 to 79 years, the percentage taking medica-
tion was 48% (33.1/69.2, 95% CI 41-54).

Only 39% (95% CI 34-44) of those who had high lipid levels
reported on the questionnaire that they had been told by a health
care professional that their cholesterol was high, while 57% 
(95% CI 52-63) were not aware of their condition and 4% (95% CI
2-7) were taking medication for their condition, yet did not report
being aware of it (Table 4). Awareness levels were similar in males
and females and increased with age.

Tables 5a and 5b present the proportion of the sample meeting
the 2009 Canadian cardiovascular guidelines for the diagnosis and
treatment of dyslipidemia and the prevention and management of
CVD.5 For this analysis, respondents were classified by their CVD
risk status and 24% of Canadians were at either moderate (10%,
95% CI 8-12) or high CVD risk (14%, 12-16). Treatment initiation
would be recommended in 80% (95% CI 71-86) of those at mod-
erate CVD risk and in 5% (95% CI 4-8) of those at low CVD risk
(8.5% if the additional criteria suggested in the guidelines of
TC/HDL-C >6 are used, data not shown). The guidelines recom-
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Table 3. Percent With High Lipid Levels†, by Sex and Age Group, Household Population Aged 20 to 79 Years, Canada, 2007-2009

Treated With Medication Not Treated
Total Measured - Not High Measured High Measured High

TC/HDL-C ratio <5 TC/HDL-C ratio ≥5 TC/HDL-C ratio ≥5
Total and LDL-C or LDL-C or LDL-C 

<3.5 mmol/L ≥3.5 mmol/L ≥3.5 mmol/L
% 95% CI % 95% CI % 95% CI % 95% CI % 95% CI

Total 44.6 41.6-47.6 10.5 9.1-12.1 8.5 7.4-9.9 2.0 1.3-2.9 34.0 31.1-37.1
Sex

Male‡ 52.8 47.5-58.0 12.5 10.4-15.1 9.6 7.5-12.2 2.9 2.0-4.3 40.3 34.6-46.2
Female 36.5* 32.6-40.6 8.5* 7.1-10.2 7.5 6.2-9.0 1.1* F 0.4-2.5 28.0* 24.7-31.5

Age group (years)
20-39 28.1* 23.8-32.9 0.4* F 0.1-1.6 0.2* F 0.0-1.5 0.2* F 0.0-1.4 27.7* 23.4-32.5
40-59‡ 47.3 42.1-52.6 8.5 5.0-14.1 6.5 4.0-10.3 2.0 F 0.9-4.6 38.8 34.3-43.5
60-79 69.2* 65.7-72.5 33.1* 28.0-38.6 27.9* 23.6-32.6 5.2 3.3-8.1 36.1 31.6-40.9

† Measured TC/HDL cholesterol ratio ≥5, or LDL cholesterol ≥3.5 mmol/L, or lipid-modifying medication in the previous month.
‡ Reference category.
* Significantly different from reference category (p<0.05).
F Due to high sampling variance (coefficient of variation >33.3%), this estimate does not meet Statistics Canada’s quality standards.
Source: March 2007 to February 2009 Canadian Health Measures Survey.

Table 4. Percent With High Lipid Levels† Who Are Aware and Using Lipid-modifying Medication, by Sex and Age Group,
Household Population Aged 20 to 79 Years With High Lipids, Canada, 2007-2009

Aware Not Aware but Taking Not Aware and Not Taking
(self-reported high cholesterol) Lipid-modifying Medication Lipid-modifying Medication

% 95% CI % 95% CI % 95% CI

Total 38.8 33.8-44.0 3.9 2.1-7.1 57.4 51.8-62.7
Sex

Male‡ 37.2 31.1-43.7 4.0 2.5-6.5 58.8 51.7-65.5
Female 41.0 34.6-47.7 3.6 F 1.3-9.8 55.4 48.6-61.9

Age group (years)
20-39 11.6* F 4.2-28.3 0.8 F 0.1-5.4 87.6* 73.8-94.7
40-59‡ 39.7 32.5-47.3 2.6 F 0.9-7.2 57.7 48.9-66.1
60-79 57.8* 51.2-64.2 7.8 3.8-15.5 34.4* 29.1-40.1

† Measured TC/HDL-C cholesterol ratio ≥5, or LDL cholesterol ≥3.5 mmol/L, or lipid-modifying medication in the previous month.
‡ Reference category.
* Significantly different from reference category (p<0.05).
F Due to high sampling variance (coefficient of variation >33.3%), this estimate does not meet Statistics Canada’s quality standards.
Source: March 2007 to February 2009 Canadian Health Measures Survey.



mend that treatment should be considered in all those at high risk.
Overall, lipid-modifying therapy was initiated in individuals where
treatment was recommended in 41% (95% CI 36-46) across all risk
categories, and in 49%, 20% and 54% of those at high, moderate,
and low risk levels respectively (falls from 54% to 35% in the low-
risk group if we include TC/HDL-C >6, data not shown). In these
risk categories where treatment initiation is recommended, partic-
ipants reported overall low levels of awareness (of having been told
they had high cholesterol). The overall awareness was 53% (95% CI
47-60) and was lowest in the moderate risk group (43%, 95% CI
33-54).

In terms of reaching treatment targets in the different risk cate-
gories where treatment initiation would be recommended, only
41% (95% CI 31-53) of those taking lipid-modifying medication
achieved the recommended target of LDL-C <2 mmol/L or ApoB
<0.8 g/L. Only 24% (95% CI 16-35) attained the LDL-C target and
40% (95% CI 30-50) the ApoB target. Using a more conservative
target for LDL-C, about 90% of those on medication attained a LDL-
C <3.5 mmol/L (data not shown).

Interpretation
Despite the recent decrease in mortality due to CVD,16 this study
shows that there is still a high proportion of Canadians at high risk
of CVD with dyslipidemia who are not being treated to recom-
mended levels. More than a third of the adult population (36%)
has measured dyslipidemia, a slight improvement from the 1986-
1992 CHHS data (separate analyses by MJ) where 39% would have
been classified with dyslipidemia using the same criteria, while no
improvement is apparent if we include individuals taking lipid-
modifying medication in the definition (CHMS: 45% vs. CHHS:
44%). Even though 81% of those on medication were under LDL-
C <3.5 mmol/L and TC/HDL-C <5, the overall proportion of indi-
viduals either treated or with high lipid levels who are below these
levels is only 19%. This is significant as it has been estimated that
a 1 mmol/L decrease in LDL-C, that is sustained for 5 years, may
result in a reduction in CVD events of about 23%.17

NHANES data18 show a decrease in LDL-C (using a 3.36 mmol/L
cut-point) between the latest NHANES surveys and the 1999-2006
NHANES, from 41% to 36%. However, there is no change in high
LDL-C levels between the CHHS and the CHMS (32% ≥3.5 mmol/L
for both surveys). Direct comparisons with NHANES using the same
criteria are warranted.

The 2009 guidelines do not provide simple criteria based on lipid
levels for the diagnosis of dyslipidemia. They stratify individuals
by their overall CVD risk score based on Framingham and the
Reynolds risk score and then recommend initiation of treatment
by lipid levels, family history and hs-CRP. Therefore we can assume
that the diagnosis of dyslipidemia is defined in these guidelines by
the algorithm leading to treatment initiation in these CVD risk cat-
egories.

By these criteria, about a quarter of participants (26%) are classi-
fied as requiring therapy across all levels of CVD risk. Of those for
whom treatment initiation is recommended, only 41% were tak-
ing a lipid-modifying treatment, and only 24% of those reached a
target LDL-C level and 40% a target ApoB level. While treatment
initiation therapy would be recommended in 80% of those at mod-
erate CVD risk, only 20% were currently under lipid-modifying
therapy. For individuals at high risk, about half were treated (49%),
and only 30% reached a target LDL-C level and 47% a target ApoB
level. Overall levels of awareness were low, and almost half (47%,
i.e., 100%-53%) of those for whom treatment initiation was rec-
ommended were not aware that they had dyslipidemia.

Many experts suggest that ApoB is a better marker than LDL-C for
CVD and a better index of the adequacy of LDL-C lowering thera-
py than LDL-C.5 One of the strengths of the CHMS was the ability
to estimate those at high risk who were able to reach treatment tar-
gets using ApoB. It is interesting to note that the proportion of indi-
viduals reaching a target LDL-C <3.5 mmol/L is lower than those
reaching an ApoB <0.8 g/L. It will be important to define which
cut-off point for these two targets should be used in future guide-
lines to assess control.

There were a few limitations to this study. First, due to sample
size limitations, we had small numbers and large confidence inter-
vals for some of the estimates by CVD risk status. Awareness levels
relied on whether respondents were told by a health professional
that they had high levels of cholesterol. Therefore, there may have
been some misclassification of awareness due to recall bias. Also,
some individuals may have been recently told that their lipid levels
were high and just started pharmacological or non-pharmacological
treatment. However, this would likely have only a small impact on
the estimates. Non-pharmacological treatment was not included in
the estimates of treatment prevalence and control since these
guidelines focus on treatment with both medications and health
behaviours. Health behaviour modifications have been deemed to
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Table 5a. Adherence With 2009 Target Lipid Levels, Household Population Aged 20 to 79 years, Canada, 2007-2009

Percentage % for Whom % Taking % Aware‡ % With LDL Cholesterol <2 mmol/L Among Those:
Distribution Treatment Lipid-modifying (self-reported

by Risk Initiation Medication‡ high Not Taking Lipid-modifying
Level Is Recommended† cholesterol) Taking Medication

Lipid-modifying
Medication Treatment Treatment

Initiation Initiation
Recommended Not Recommended

% 95% CI % 95% CI % 95% CI % 95% CI % 95% CI % 95% CI % 95% CI

Total 25.8 22.5-29.4 40.9 35.8-46.2 53.3 46.5-59.9 23.8 15.5-34.8 3.1 F 1.2-7.9 14.7 12.1-17.8
Risk level

Low 76.2 73.5-78.6 5.4 3.6-8.1 54.4 41.1-67.2 63.0 40.6-80.9 17.0 F 4.8-45.7 0.0 14.6 11.9-17.9
Moderate 10.1 8.3-12.3 79.6 71.2-85.9 20.0 11.4-32.8 43.3 32.8-54.5 7.7 F 1.2-35.8 2.7 F 0.6-12.0 18.0 F 5.6-44.8
High 13.7 11.9-15.8 100.0 48.9 42.9-54.9 56.1 49.4-62.6 29.9 18.9-43.8 4.3 F 1.8-9.7

† Includes those taking lipid-modifying medication.
‡ Among those for whom treatment initiation is recommended/are taking lipid-modifying medication.
Note: If coefficient of variation is greater than 33.3%, estimate is indicated as being less than upper limit of 95% confidence interval.
Source: March 2007 to February 2009 Canadian Health Measures Survey.
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be a cornerstone of CVD prevention, and are central in the 2009 guidelines, as well as in
the new 2013 guidelines.19 While it would have been useful to get an estimate of the level
of adherence to health behaviour recommendations, this would have required an addi-
tional complex survey to ascertain. Other factors could have been considered in the assess-
ment of risk if we were to follow the 2009 guidelines and/or alternate targets and surrogate
markers of CVD. However these surrogate markers may be more relevant for individual-
level classification and should not significantly affect results. In particular, to assess the
level of “control”, we were not able to include in our calculation the primary target
decrease of 50% of LDL-C at all risk levels. Self-reported data were used for heart disease,
heart attack, and stroke as a proxy for coronary artery disease, peripheral vascular disease,
and atherosclerosis.

Results of this study suggest that there have been small improvements in reducing, treat-
ing and controlling dyslipidemia in the Canadian population since the 1980s. The situa-
tion seems to be similar to that of the 1990s with hypertension, where we had low levels
of awareness, treatment and overall control of this condition.20 While we had a remarkable
improvement in the level of treatment and control of hypertension since the last Canadi-
an survey (CHHS),21 these data suggest that this has not been paralleled in the lipids con-
text. Given the effectiveness of treatment of dyslipidemia, the potential exists to achieve
a better control of the condition in Canada. While this paper is based on the 2009 guide-
lines, which were not available at the time of this study, the 2012 guidelines19 have a few
changes that could slightly affect our current estimates. Some of these changes include:
using non-HDL-C as alternate lipid markers; removing hsCRP and the Total Cholesterol-
HDL-C ratio as alternate targets; and addition of chronic kidney disease as a high-risk fea-
ture.

Despite some study limitations, we were able to use the major 2009 guideline criteria to
classify individuals in the different risk, treatment, and control categories, including ApoB,
hs-CRP, family history, and the Framingham and Reynolds computed CVD risk levels.
These data represent a comprehensive assessment of dyslipidemia prevalence, treatment
and control, and prevalence of CVD risk in the Canadian population; they show critical
gaps, can be integrated into the C-CHANGE initiative,22 and will be an important baseline
for assessing progress in this area.
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RÉSUMÉ

CONTEXTE : Les plus récentes données en population sur les niveaux de
lipides au Canada datent de 1992. Notre étude présente les estimations
actuelles sur les Canadiens ayant une dyslipidémie, la proportion de gens
connaissant leur état et la proportion traitée pour une dyslipidémie, mais
présentant des valeurs sous-optimales.

MÉTHODE : L’Enquête canadienne sur les mesures de la santé (2007-
2009) a évalué la prévalence, la connaissance et le traitement des
dyslipidémies. Une dyslipidémie était définie ainsi : ratio CT/HDLc ≥ 5;
LDLc mesuré ≥ 3,5 mmol/L; ou prise de médicaments hypolipémiants.
Nous avons utilisé les directives de 2009 pour le diagnostic et le
traitement des dyslipidémies pour définir le risque de maladie
cardiovasculaire (MCV) – faible, modéré ou élevé – ainsi que l’instauration
du traitement et les valeurs cibles du traitement.

RÉSULTATS : Quarante-cinq p. cent des Canadiens de 18 à 79 ans ont
une dyslipidémie. Cinquante-sept p. cent des répondants n’étaient pas
conscients de leur état. Des traitements hypolipémiants avaient été
instaurés, dans les cas où ces traitements étaient recommandés, chez
49 %, 20 % et 54 % respectivement des sujets présentant un niveau de
risque élevé, modéré et faible. La majorité (81 %) des sujets prenant des
médicaments avaient des niveaux de lipides sous-optimaux, mais
seulement 24 % des sujets ayant une dyslipidémie disaient prendre des
médicaments. Globalement, seulement 19 % des sujets ayant une
dyslipidémie avaient des niveaux de lipides sous les niveaux
recommandés. Seulement 41 % des sujets prenant des hypolipémiants
atteignaient la cible recommandée (LDLc <2 mmol/L ou Apo B <0,8 g/L).

CONCLUSION : Il y a encore une proportion élevée de Canadiens
présentant un risque élevé de MCV, avec dyslipidémie, qui ne sont pas
traités selon les niveaux recommandés. Ces données devraient être
intégrées dans les recommandations sur la réduction des MCV; elles
représentent aussi une importante base de référence pour évaluer les
progrès.

MOTS CLÉS : dyslipidémies; population; enquêtes de santé; directives;
Canada
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