May, 2013

SCCG News
SENIOR CARE CONSULTANT GROUP
www.mySCCG.com

Statins Linked to Kidney Disease

P

eople who take high doses of popular cholesterol-lowering drugs called statins may be more likely to
develop kidney problems, a new study suggests. Specifically, those participants who took higher doses of
statins were 34 percent more likely to be hospitalized for acute kidney injury during the first 120 days of
treatment, compared to their counterparts who were taking lower doses. This risk remained elevated two
years after starting treatment. The findings appeared online March 19 in the journal BMJ.
Statins are widely prescribed to lower blood cholesterol levels, and can be very effective. They do, however,
confer their share of risks, most notably liver damage and muscle pain or weakness. Doctors currently
recommend that people take a liver enzyme test before or shortly after they begin taking statins. The issue of
kidney damage as seen in the current study, however, is relatively new.
Canadian researchers analyzed the health records from more than 2 million people aged 40 or older with or
without kidney disease who were also taking statins. High-dose statins included rosuvastatin (Crestor) at
doses of 10 milligrams (mg) or higher, atorvastatin (Lipitor) at doses of 20 mg or higher and simvastatin
(Zocor) at doses of 40 mg. All other statin doses were considered low dose. People with kidney disease were
not at higher risk for acute kidney problems independent of their statin use, the study found. To illustrate the
effect of statin dosage, about 1,700 people without kidney disease would need to be treated with a high-dose
statin rather than a low-dose version to cause one additional hospitalization for kidney injury, the researchers
said.
"The lowest dose of statin required to achieve therapeutic goals should be prescribed," said study author Colin
Dormuth, an epidemiologist at the University of British Columbia, in Vancouver. Exactly how -- or even if -statins cause kidney injury is not known. "The elevated risk in patients using high-potency statins could be
related to an increased risk of [muscle damage]," Dormuth said. In addition, statins have been shown to block
the production of coenzyme Q10 (a substance in the body that helps break down food), which could
theoretically lead to kidney injury, he said. Dormuth said that other studies have shown a link between statin
treatment and protein in the urine, which is a hallmark of kidney disease. "If you are concerned about your
statin then go talk to your doctor," he said. "Do not panic. There are both urine and blood tests your doctor
can use to monitor your kidneys." Most experts agree that concerned individuals should discuss their risks
with their doctor before jumping to any conclusions.
"We always think about liver disease and what we are seeing from this trial is that we have to keep a look out
for acute kidney failure too," said Dr. Suzanne Steinbaum, a preventive cardiologist at Lenox Hill Hospital in
New York City. "We should check kidney function with a blood test." Signs of kidney injury could include dark
urine, difficulty urinating or less frequent urination. "If you are on a higher dose of a statin and there is any
issue with urination, call your doctor," Steinbaum said. "Instead of a high-dose statin, we can use a lower-dose
statin along with another type of cholesterol-lowering medication."
Dr. Laxmi Mehta, clinical director of the Women's Cardiovascular Health Program at the Ohio State University
Wexner Medical Center, agreed. "We should be more diligent about following kidney function," she said. "The
findings open our eyes and increase awareness, but they won't stop doctors from prescribing statins."
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Whatever you do, Mehta added, "do not stop taking statins abruptly. Have a conversation with your doctor to
discuss your benefits and risks, and ask if your kidney function has been tested."
The new research does not establish a cause-and-effect relationship between high-dose statins and acute
kidney damage, another expert pointed out. The study is observational, but randomized controlled trials, which
are considered the gold standard of research, do not show any uptick in kidney injury among people who take
statins, said Dr. Sripal Bangalore, a cardiologist at NYU Langone Medical Center in New York City.
Although the results are surprising, Bangalore said, the reason behind them may have more to do with why
these individuals needed such high doses of the statins in the first place. "They may have been in worse shape
compared to people who take low doses," he said.
Source: NewsmaxHealth.com

New Procedure Offers Alternative to Prostate Surgery

M

en who need treatment for an enlarged prostate may soon have a new nonsurgical option, a small, early
study suggests. Called prostatic artery embolization (PAE), the technique uses a catheter threaded into an
artery in the leg. The catheter is guided to the artery that supplies blood to the prostate. Then, tiny beads are
injected into the artery, which temporarily block the blood supply to the prostate.
The temporary loss of blood supply causes the prostate to shrink, relieving symptoms, according to study lead
author Sandeep Bagla, M.D. What's more, the new treatment doesn't appear to have the same risk of serious
complications, such as incontinence and impotence, that often accompany enlarged prostate treatment. "This
is fantastic news for the average man with benign prostatic hyperplasia. Many men decline current treatments
because of the risks. But, for the average man, PAE is a no-brainer," said Dr. Bagla, an interventional
radiologist at Inova Alexandria Hospital, in Virginia.
The procedure has only been available as part of Dr. Bagla's trial until recently, but he said some interventional
radiologists have started doing prostatic artery embolization, and he expects the procedure will become more
widely available by the end of the year.
Benign prostatic hyperplasia is the medical term for an enlarged prostate. An enlarged prostate is very
common as men get older. As many as half of all men in their 60s will have an enlarged prostate, according to
the U.S. National Institute of Diabetes and Digestive and Kidney Diseases (NIDDK). By the time men are in
their 70s and 80s, up to 90 percent have benign prostatic hyperplasia, according to the NIDDK. Some men
experience no symptoms, while others may feel the need to urinate frequently, but they have a weak urinary
stream, the NIDDK says. There are a number of treatments available for benign prostatic hyperplasia, including
medications and surgery.
Dr. Bagla said that interventional radiologists in Europe and South America have been using prostatic artery
embolization, and that the current study is the first in the United States to test the procedure. He and his
colleagues hope to treat a total of 30 patients, but they're reporting on the results from the first 18 patients on
Monday at the annual meeting of Society of Interventional Radiology, in New Orleans. The data and
conclusions should be viewed as preliminary until published in a peer-reviewed journal.
For the study, the average age of the patients who underwent prostatic artery embolization was 67 years. None
of the men had to be admitted to the hospital after the procedure. Ninety-four percent of the men (17 of 18)
had a significant decrease in their symptoms one month after surgery. And, none reported any major
complications following the surgery.
Dr. Bagla said the exact cost of the new procedure is difficult to estimate right now, but prostatic artery
embolization will be cheaper than most of the currently used procedures, he said, because there's no need for
an operating room and overnight hospital stays. In addition, he said, because the new procedure doesn't
appear to cause complications, that will save health care dollars as well. "This may become part of the
armamentarium of treatments that can be offered for [benign prostatic hyperplasia]," said Art Rastinehad, M.D.
director of interventional urologic oncology at North Shore-LIJ Health System in New Hyde Park, N.Y. He was
not involved with the new study. "This was a small series and a limited study to draw significant conclusions
from. But, it's very exciting to see it evaluated and moving forward," he said.
Source: Newsmaxhealth.com
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NEW DRUG INFORMATION

M

ore than one-fifth of U.S. nursing home residents took an antipsychotic drug as of 2010, according to
research recently published in the Journal of the American Medical Association. The drugs often were prescribed
for off-label uses. University of Massachusetts-Worcester researchers looked at 1.4 million residents receiving
drugs from long-term care pharmacy Omnicare. About 22% of those residents were prescribed at least one
antipsychotic during the 2009-2010 study period.
More than 68% of residents receiving antipsychotics took a drug from the atypical class, usually used for treating
bipolar disorder and schizophrenia. Quetiapine (Seroquel) was the most commonly prescribed of these, followed
by risperidone (Risperdal) and olanzapine (Zyprexa). They are often given in the long-term care setting to
individuals with dementia.
Use of the drugs persisted despite “extensive data demonstrating marginal clinical benefits and serious adverse
effects, including death,” wrote lead researcher Becky A. Briesacher, Ph.D.
Source: Tim Mullaney; McKnights.com

M

elatonin, which is widely available in North America as an over-the-counter supplement, is more effective
than placebo for migraine prevention and has a more favorable adverse effect profile than the tricyclic
antidepressant amitriptyline, new research shows. Results from a multicenter, randomized, double-blind,
placebo-controlled trial showed that 3 mg of melatonin was more effective than placebo and had efficacy similar
to that of 25 mg of amitriptyline. Furthermore, it was better tolerated than amitriptyline, with lower rates of
daytime sleepiness and no weight gain.
"Melatonin 3 mg was significantly better than placebo with no difference compared to amitriptyline with respect
to migraine prevention," principal investigator Mario Peres, MD, PhD, told delegates attending the American
Academy of Neurology (AAN) 65th Annual Meeting.
"But if we look at the proportion of responders, then melatonin had better results than amitriptyline," added Dr.
Peres, who is director of São Paulo Headache Center, professor of neurology at ABC Medical School, and
senior research associate at the Albert Einstein Brain Research Institute, Brazil.
Produced by the pineal gland, melatonin is a hormone that helps regulate the sleep/wake cycle. It has been
available as a supplement in the United States since the 1990s and is often used to aid sleep and attenuate jet
lag. According to Dr. Peres, melatonin's role in regulating circadian rhythm has been linked to cluster headache,
hypnic headache, and migraine. Further, he noted, melatonin plays an important role in sleep regulation, and
disruption of melatonin production has been linked to sleep disorders, including sleep apnea, insomnia, and
delayed sleep phase syndrome, which, in turn, are linked to headache.
He also noted that there is a bidirectional relationship in which headache can disrupt sleep and lead to insomnia
and excessive daytime sleepiness. Finally, he pointed out that research has linked low levels of melatonin in
plasma and urine and altered peak time in melatonin levels to a variety of headache types, including migraine.
According to Dr. Peres, research into melatonin as a potential treatment for headache has included several
case reports and open-label studies but only 2 randomized controlled trials: 1 in cluster headache, which was
positive, and 1 negative trial in migraine. The negative migraine trial, he said, had several limitations, including
a small sample size and a short duration of only 8 weeks. It also used a slow-release, 2-mg formulation of
melatonin, and, although the response rate in the melatonin group was 44%, the placebo group had an
exceptionally high response rate of 40%.
To test the efficacy and tolerability of melatonin and amitriptyline vs placebo for migraine prevention, the
investigators recruited 178 men and women who met International Headache Society diagnostic criteria for
migraine with and without aura and who had 2 to 8 migraine attacks per month.
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All patients underwent a 4-week baseline phase during which each participant kept a diary of migraine frequency.
Participants were then randomly assigned to receive 3 mg melatonin (n = 60), 25 mg amitriptyline (n = 59), or
placebo (n = 59) for 3 months. Medication was taken between 10 and 11 pm daily. The study's primary outcome
was a reduction in the number of headache days per month. Secondary endpoints included migraine intensity
and duration and analgesic use. Tolerability was also measured in all 3 study groups. The mean reduction in
headache frequency was 2.7 in the melatonin group, 2.18 in the amitriptyline group, and 1.18 in the placebo
group.
Although migraine frequency did not differ between the 2 active treatment groups, the proportion of responders
was greatest in the melatonin group: 54% vs 39.1% for amitriptyline and 20.4% for placebo. Melatonin was also
"very tolerable" and had significantly fewer adverse effects compared with amitriptyline, said Dr. Peres. Daytime
sleepiness was the most frequent symptom in all 3 groups but was most pronounced in the amitriptyline group
(n = 24). Although patients gained weight in both the amitriptyline (n = 3) and placebo (n = 1) groups, melatonin
was associated with weight loss. Timing of administration and formulation is also important. Ideally, said Dr.
Peres, melatonin should be taken between 10 pm and 11 pm to mimic the physiologic peak. In addition, a
fast-acting rather than a slow-release formula should be used.
Overall, said Dr. Peres, the study's findings are promising and warrant further research.
Source: Caroline Cassels; Medscape.com
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s many of you know, I am a big proponent of omega-3 fish oil. Not only do I take an omega-3 supplement
myself, but I recommend it to many, if not most, of my patients. Omega-3s have been shown to play a key role
in heart health, from reducing triglycerides and blood pressure to inhibiting inflammation. In recent years, there
has been a lot of buzz about krill oil being even better than fish oil for heart health, and I have to say I am
intrigued. This marine oil, which is produced from shrimplike krill harvested from Antarctic waters, not only
contains significant amounts of the omega-3 fatty acids EPA and DHA, but also phospholipids (which are
integral to the building of cell membranes) and potent antioxidants, including astaxanthin, a carotenoid from the
nutrient family that includes beta-carotene, lutein, and lycopene. Krill oil has become widely touted not only
because it may help to lower total and “bad” LDLcholesterol, but also because it could help with arthritic joint
pain and the physical and emotional symptoms of premenstrual syndrome (PMS). Apparently it is only the
Antarctic krill (Euphausia superba) — not just any krill (there are 85 species identified worldwide) — that is the
source of the powerful oil. So how does krill oil work for reducing cholesterol? No one is quite sure. But in a
12-week study involving 120 men and women ages 25 to 75, Canadian researchers tested the effects of krill oil
(Neptune krill oil was used in the study) vs. fish oil on elevated blood lipid levels and found that it outperformed
fish oil in reducing total cholesterol, “bad” LDL cholesterol, and high triglyceride levels — while, at the same time,
increasing amounts of “good” HDL cholesterol. In the study, a dose of 1 to 1.5 grams of Neptune krill oil a day
was significantly more successful at lowering LDL and triglyceride levels than a dose of fish oil three times
greater (3 grams). Krill oil at higher doses (3 grams) also lowered blood triglycerides, while fish oil did not. The
researchers theorize that it is the unique molecular structure of krill oil that gives it its potent effects.
In general, fish oil has not been found to lower LDL cholesterol unless it is substituted for dietary saturated fat
that, by itself, increases LDL. I would not recommend krill oil or other omega-3s for the purpose of lowering LDL,
and you should consult your physician before considering it. But as a way of increasing your overall intake of
omega-3s, with some other potential health benefits, it looks promising. You can purchase krill oil in capsule
form at most vitamin shops or online. (It is not yet available in grocery stores.) Unlike fish oil, it does not become
rancid at room temperature, and causes no fishy “burps.” I suggest looking for a product that contains Neptune
krill oil (NKO), since it is the krill oil that was used in the cholesterol study. A dose of 1,000 milligrams of krill oil
a day could prove useful for lowering total cholesterol and
improving triglycerides. A dose of 500 milligrams once a
day may help you maintain good cholesterol levels once
you achieve them. If you’re already taking a statin,
however, don’t stop in favor of krill oil.
Source: Dr. Arthur Agatston; Everydayhealth.com
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