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Several clinical trials have shown that statins reduce 
myocardial infarction, strokes, revascularisation 
procedures, and deaths from cardiovascular causes,1 

with only a small excess in muscle pain or weakness.2 

On the basis of a retrospective analysis of a database, 
Zhang and colleagues3 reported that about 20% 
of individuals taking a statin stopped because of 
suspected side-eff ects. Of these, 35% restarted statin 
treatment and more than 90% tolerated statins,3 

indicating that the reasons for stopping medications 
were unrelated to statins in most cases. This key point 

was omitted by two publications,4,5 which stated 
that 20% of patients on statins had side-eff ects, and 
this fi nding was widely reported in the UK media. 
Studies without a randomised blinded comparator 
group cannot distinguish between symptoms that 
individuals naturally have versus those caused by the 
medication. Matthews and colleagues6 investigated 
the impact of this media coverage on use of statins 
in UK primary care. They found that after the intense 
media coverage of the two papers,4,5 discontinuation 
of statins increased immediately for primary and 
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health-care workers, existing patients, and visitors in 
Saudi Arabia7,8 and several other countries in the past 
few years.5,9,10 Common risk factors include exposure to 
contaminated and overcrowded health-care facilities, 
poor compliance with appropriate personal protection 
equipment when assessing patients with febrile 
respiratory illness, application of potential aerosol-
generating procedures (eg, resuscitation, continuous 
positive airway pressure, nebulised drugs), and lack 
of proper isolation room facilities.5,7–10 The customs 
of patients seeking care at diff erent health-care 
facilities (so-called doctor shopping), as in the cases 
of Patients 1 and 14, and having friends and family 
members to stay with patients as caregivers at already 
overcrowded health-care facilities are unique factors in 
South Korea.11

Although no aerosol-generating procedures were 
performed (with the exception of Patient 14 receiving 
supplemental oxygen at 2–5 L per min during his stay 
at the emergency room),5 the role of such procedures, 
environmental contamination, and asymptomatic 
carriers in disease transmission would require further 
investigation in future major nosocomial outbreaks of 
MERS-CoV infection. Good compliance with appropriate 
personal protection equipment by health-care workers 
when managing patients with suspected and confi rmed 
MERS-CoV infection, early diagnosis, prompt isolation 
of infected patients, and improvement of ventilation in 
health-care facilities are important measures to prevent 
nosocomial outbreaks.12
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secondary prevention of cardiovascular disease in 
UK primary care.6 This increase was temporary, and 
cessation of statins had returned to expected levels 
after 6 months. Among patients who were newly 
eligible to receive statins, there was no change in 
patients’ likelihood of starting treatment. But there 
was a decrease in the proportion of patients who had 
any cardiovascular disease risk score recorded after the 
media coverage, and so a smaller pool of patients who 
met criteria for starting statin treatment for primary 
prevention. Similar fi ndings have been reported from 
Denmark,7 France,8 Turkey,9 and Australia.10 Matthews 
and colleagues6 estimated that as a result of the media 
coverage about 219 000 individuals might have 
discontinued statins in the UK, which might have led 
to an excess of between 2200 (if two-thirds restarted 
statins) and 6400 (if nobody who stopped restarted 
statins) cases of avoidable cardiovascular disease.

The media usually prefer a good news story that 
sensationalises rather than one that does not. This is 
true for positive news (“breakthroughs”) and negative 
news (“scares”). For example, in a publication11 based 

on observational data it was reported that the use 
of statins was associated with halving the risk of 
cancers—a fi nding that was widely reported in the 
media. But this fi nding has not been replicated in 
randomised trials.10 Journalists often base their stories 
on press releases issued by the authors’ institutions 
or the journal in which the article is published, and 
they might not read the original article—placing 
responsibility on authors not to exaggerate their 
results, to appropriately refl ect the weaknesses of 
their studies, and to avoid misrepresentations in 
their articles and press releases. Spin in press releases 
can exaggerate the importance of fi ndings (eg, by 
extrapolating from surrogate outcomes to projected 
eff ect on clinical outcomes, or sometimes even from 
laboratory studies to eff ects in people) or minimise 
adverse eff ects. The public appears to depend as much 
on news reports as on discussions with their doctors 
for health information. Communication of health 
research fi ndings in a balanced way places special 
responsibilities on authors, those who write press 
releases, scientifi c journals, and journalists. Editors of 
scientifi c journals are expected to be knowledgeable 
about the validity of the scientifi c methods used in 
papers and so are an appropriate fi lter. They should 
avoid publishing articles that make unjustifi able, 
misleading claims, or use questionable methods, even 
when the results are striking.

The recent Picker report on perceptions of statins,12 
commissioned by the British Heart Foundation, 
casts light on this issue. The report is based on 
30 in-depth interviews with patients, three focus 
groups with general practitioners, and one focus 
group with cardiologists, followed by online surveys 
of 1000 patients, 625 general practitioners, and 
145 cardiologists. This report noted that unfavourable 
news reports led about 5% of patients to discontinue 
statins, of whom nearly a third were at high risk of 
cardiovascular disease. Confi dence in their general 
practitioners and fear of cardiovascular disease 
increased the willingness to adhere to statins, although 
concerns about side-eff ects and cynicism about the 
health-care profession, pharmaceutical industry, and 
medications were found to be associated with poor 
adherence. Almost all doctors surveyed (98%) believed 
that adverse media coverage of statins infl uenced 
patients who questioned their advice or declined a 
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prescription. Most doctors (75%) indicated increased 
reticence to discuss or prescribe statins, especially for 
primary prevention as a large proportion of patients 
(21–60%) questioned their advice.

Although lifestyle changes are preferred by many as 
initial steps for prevention of cardiovascular disease, 
the eff ect of simple advice during consultations to 
promote healthy lifestyles (other than a moderate 
eff ect on smoking cessation) is disappointing. 
Therefore, although eff orts to improve lifestyles should 
be encouraged, they should not delay initiating statins 
in appropriate individuals because the two approaches 
are complementary and can have added benefi ts. 
Persuading physicians and their patients that even a 
proven and safe medication such as statins should be 
used lifelong for prevention of cardiovascular disease 
is diffi  cult and time consuming, especially in primary 
prevention, in a busy general practice. It is essential 
that respected authorities provide evidence-based 
responses to erroneous claims about statins to balance 
any inaccurate media reports. Equally important are 
discussions between patients and their physicians 
about their risks of cardiovascular disease, the balance 
of potential benefi ts (especially over a lifetime), and 
adverse eff ects (uncommon and reversible) of taking 
statins or other eff ective preventive measures, so that 
joint decisions are made.

Given the benefi ts and infrequent adverse eff ects, 
steps to encourage wider statin use for higher-risk 
primary and secondary prevention as recommended 
by the National Institute for Health and Care 
Excellence guidelines13 (ie, in those with a 10% risk of 
cardiovascular disease over 10 years) are appropriate. 
The public health challenge is not overuse of statins, 
but their underuse even in high-risk populations.14 
Concerns about over-medicalising the prevention of 
cardiovascular diseases are not supported by available 
data in view of the substantial shortfalls in the use of 
proven secondary prevention medications. Long-term 
adherence to statins can be improved by overcoming 
misperceptions, by balanced reports in the media, and 

through close communication and shared decision 
making between patients and doctors.
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