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Clinical Question

Do statins prevent dementia or cognitive 
decline?

Evidence-Based Answer
Statins given in later life to patients at risk 
of vascular disease do not prevent dementia 
or cognitive decline compared with placebo. 
Adverse effects are similar between groups.1 
(Strength of Recommendation: A, based on 
consistent, good-quality patient-oriented 
evidence.)

Practice Pointers
In 2015, the prevalence of dementia in the 
U.S. population older than 65 years was 
approximately 11%. The estimated world-
wide cost of dementia will reach $1 tril-
lion by 2018; thus, prevention strategies are 
critical.2 There is a close association between 
dementia and cardiovascular disease, and 
because statins have secondary preventive 
effects for cardiovascular disease,3 it has 
been posited that they may also help prevent 
dementia. Several observational studies have 
reported a slight benefit for statin use in the 
prevention of dementia.4-6 This Cochrane 
review addressed whether statins are effec-
tive for the primary prevention of dementia 
or cognitive decline.1

The authors of this review examined two 
randomized controlled trials with 26,340 
participants 40 to 82 years of age, including 
11,610 persons 70 years or older.1 One trial 
compared simvastatin (Zocor) with placebo 
over five years; the other compared prava- 
statin (Pravachol) with placebo over 3.2 
years. All of the participants in both study 

populations had a moderate to high vascu-
lar risk. The cognitive assessments used in 
these two studies were heterogeneous and 
had different end points, including changes 
in performance on the Mini-Mental State 
Examination (which is copyright restricted 
and requires a fee for the form and adminis-
tering the test), the Stroop Color and Word 
Test, and the Picture-Word Learning test, 
among others. 

There were no differences in the number 
of patients who developed dementia or cog-
nitive decline between those taking statins 
or placebo. Although both studies evalu-
ated cognitive decline, only the simvastatin 
study examined the incidence of dementia. 
Among the 20,536 participants in the sim- 
vastatin study who were randomized to 
treatment or placebo, 31 new cases of demen-
tia developed in each arm of the study. Both 
studies were at low risk of bias, and there 
were no differences in the number of adverse 
effects leading to discontinuation. 

An analysis from the Agency for Health-
care Research and Quality cites the avail-
ability of only low-quality, discordant 
evidence to link statin use and prevention of 
cognitive decline.7 In its most recent clinical 
guideline, the American Academy of Neu-
rology does not address statin use to prevent 
dementia.8 

The practice recommendations in this activity are avail-
able at http://www.cochrane.org. 

The opinions and assertions herein are those of the 
authors, and should not be construed as official or as 
those of the Department of the Air Force, the Depart-
ment of the Navy, the Uniformed Services University of 
the Health Sciences, or the Department of Defense. 
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Clinical Question
Are interventions for preventing falls effec-
tive for older adults living in the community?

Evidence-Based Answer
Structured exercise programs and home 
safety interventions reduce both the rate 
and the risk of falling among community-
dwelling adults 65 years and older, whereas 
multifactorial assessment and intervention 
programs reduce the rate of falls but not the 
risk of falling. Vitamin D supplementation 
does not reduce the rate of falls or risk of 
falling in all patients. Education about fall 
prevention does not significantly reduce the 
rate or risk of falling.1 (Strength of Recom-
mendation: B, based on inconsistent or lim-
ited quality patient-oriented evidence.)

Practice Pointers
One out of every three persons 65 years 
and older falls each year, and falling once 

doubles a person’s chances of falling again.2 
One out of every five such falls causes a seri-
ous injury, such as broken bones or a head 
injury.3 In addition, falls have a large eco-
nomic impact on society. The average cost 
of hospitalization for a fall-related injury 
among persons older than 65 years is more 
than $17,000, not including indirect costs 
such as loss of productivity.4 Identified risks 
include lower body weakness, poor balance, 
home hazards, vitamin D deficiency, and 
medication use.3

This updated systematic review included 
159 randomized controlled trials with 79,193 
participants, all of whom were older adults 
(generally defined as age 65 years and older) 
living in the community.1 In this review, the 
risk of falling refers to the likelihood that 
a person will experience a fall within one 
year, whereas the rate of falls is the mean 
number of falls per year. Group exercise 
programs, consisting of two or more com-
ponents of exercise, significantly reduced 
the rate of falls (rate ratio [RaR] = 0.71; 
95% confidence interval [CI], 0.63 to 0.82), 
as did multicomponent home exercise pro-
grams (RaR = 0.68; 95% CI, 0.58 to 0.80). 
The components of the group and home-
based exercise programs included balance 
training, strength and resistance training, 
walking, and tai chi. Overall, exercise inter-
ventions also significantly reduced the risk 
of fracture (relative risk [RR] = 0.34; 95% 
CI, 0.18 to 0.63). Multifactorial interven-
tions, which assess an individual’s risk of 
falling and then develop a treatment plan to 
reduce the identified risks, were also shown 
to reduce the rate of falls (RaR = 0.76; 95% 
CI, 0.67 to 0.86). 

Home safety assessment and modification 
interventions were effective in reducing the 
rate of falls (RaR = 0.81; 95% CI, 0.68 to 
0.97). These home safety interventions were 
more effective in persons at higher risk of 
falling and when delivered by an occupa-
tional therapist. An intensive educational 
program for family physicians that included 
face-to-face education by a pharmacist on 
how to conduct medication reviews and 
feedback on prescribing, along with incor-
porating active patient involvement, signifi-
cantly reduced the risk of falling (RR = 0.61; 
95% CI, 0.41 to 0.91).
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Vitamin D supplementation did not 
reduce the rate of falls or risk of falling 
in all patients. However, subgroup analysis 
showed that it was effective when adminis-
tered to those participants who began the 
study with low vitamin D levels (RaR = 0.57; 
95% CI, 0.37 to 0.89). Similarly, trials testing 
interventions that only provided education 
about fall prevention did not significantly 
reduce the rate or risk of falling. 

Potential sources of bias included under- 
or overreporting of fall events, lack of blind-
ing to intervention, and attrition bias. In a 
large number of trials included in the review, 
the impact of the risk of bias was found to be 
mostly low or unclear. It is important to note 
that the findings are not generalizable to 
older persons with dementia, because most 
of the trials excluded those with cognitive 
impairment. Two of the trials testing resis-
tance training reported adverse effects. One 
included musculoskeletal injuries, which 
improved within three weeks, and the other 
showed a higher risk of injury involving back 
or knee pain related to exercise (RR = 3.6; 
95% CI, 1.5 to 8.0). 

Current guidelines by the American Geri-
atrics Society recommend a multifactorial 
fall risk assessment followed by interven-
tions tailored to each patient’s risk factors 
coupled with an appropriate exercise pro-
gram.2 This systematic review supports 
those recommendations. 

The practice recommendations in this activity are avail-
able at http://www.cochrane.org. 
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