
The use of statins for primary prevention of cardiovascular
disease is debated like no other drug. In July NICE added

fuel to the debate by recommending that many more people
are prescribed statins. Previously the guidelines recom-
mended statins should be offered to people whose estimated
10-year cardiovascular risk is over 20 per cent.1 The new
guidelines have lowered this threshold to 10 per cent, greatly
increasing the number of people eligible for treatment.

Lowering the threshold
The case for lowering the risk threshold runs as follows. Since
2013 there has been evidence from high-quality meta-analy-
sis that statins reduce cardiovascular events by about one
quarter.2 The effect is entirely consistent with their effects
in secondary prevention.3 The same meta-analysis also found
that in double-blind placebo-controlled clinical trials adverse
effects were reported about as frequently by those on
placebo as by those on statins. There was, however, a small
increase in the incidence of developing diabetes. Those tak-
ing statins were no more likely to stop treatment than those
on placebo. Statins are inexpensive and since cardiovascular
disease has major health consequences and healthcare
costs, treatment is cost effective.

Concerns
But there is a counter argument. In the primary prevention
the chances of benefiting from treatment are small. Only 100
of 1000 people at 10 per cent 10-year cardiovascular risk
will suffer from cardiovascular disease in the next 10 years.
Statins would prevent 25 cardiovascular events. In other
words 1000 take medication for 10 years for 25 to benefit. 

A second concern is that lowering the threshold for
statins, potentially putting millions of additional patients on
treatment, will place a huge burden on primary care. In the
bigger picture this may be cost-effective, but it still requires
resources. 

A third concern is the incidence of adverse effects. These
are reported much more frequently in clinical practice than
is suggested from randomised controlled trials. Rapid
response pages of journals and newspapers alike are full of
personal adverse effects. 

In early 2013 Annals of Internal Medicine reported an
observational study suggesting that almost one in five
patients on statins experienced side-effects.4 The figure was
slightly misleadingly cited in a subsequent BMJ paper, ampli-
fied by a junior cardiologist who is prominent in the newspa-
pers and social media and ricocheted around by the

mainstream press. Ultimately the BMJ published a correc-
tion.5

In fact the original paper merely reported symptoms in
patients on statins. There was no control group to compare
symptom frequency in those not on the drugs. Interestingly
the authors also found that over 90 per cent of those who
were rechallenged after stopping their statin were subse-
quently restarted. 

Real-world prescribing
To date the debate seems to assume that the NHS inhabits
a platonic ideal world invented by NICE. In this world only
patients meeting NICE criteria are prescribed statins and
those meeting NICE criteria are invariably prescribed the
drugs. In this world it is critical to lower the threshold so that
those who might benefit can be offered treatment. But we
don’t really inhabit that world. 

A paper published last summer looked at real world pre-
scribing of statins for primary prevention.6 Most of those pre-
scribed statins were below the 20 per cent 10-year
cardiovascular risk threshold, many were below the proposed
10 per cent threshold. Among these ineligible patients, older
patients and diabetics were most likely to be started on
statins. Meanwhile, over a period of two years of follow-up,
just over a quarter of eligible patients (above the 20 per cent
10-year risk threshold) were started on treatment. A second
paper confirmed these results.7 It also observed that most
practices were either high prescribers or low prescribers to
eligible and ineligible alike. Few managed to prescribe mainly
to the right patients. 

Conclusion
This puts a different perspective on arguments about NICE
risk thresholds. Nobody disputes that those at highest risk
of cardiovascular disease benefit most from statins and the
lowest risk benefit least. Every general practice in the UK can
run searches to identify its untreated high-risk patients. There
is clinical audit software to make the process easier. We can
go straight from our list of untreated high-risk patients to flag-
ging up patient records or even a mail merge and invitation
letters. None of this is rocket science. First let us identify and
offer treatment to those at highest risk. If we ever finish this
task we can consider lowering risk thresholds.
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