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 Do statins cause diabetes? 
 

Current NICE advice on lipid modification 
recommends statin therapy for; 
 

 Primary prevention of cardiovascular disease 
(CVD) for adults who have a 20% or greater 
10 year risk for developing CVD. With no 
cholesterol target level. 

 For secondary prevention with a total 
cholesterol target of below 4mol\l and a LDL 
target of below 2 mmol/l. 

 For patients’ with diabetes (type 1 and 2) with 
a total cholesterol target of below 4mol/l and 
a LDL target of below 2 mmol/l. 

 All adults with familial hypercholesterolaemia 
as initial treatment. 

 

In 2010 a large meta-analysis of 13 large 
randomised placebo controlled trials quantified the 
risk as 1 additional case of diabetes for every 255 
patients that take statins for 4 years. To put this into 
context statins are associated with a reduction of 5 
major cardiac events for every 255 patients that take 
them for 4 years. 
 

In January 2012 the MHRA advised that statins may 
be associated with a level of hyperglycaemia where 
formal diabetes care is appropriate. The risk appears 
to be mainly in people already at risk of developing 
diabetes. The MHRA concluded that the overall 
benefits of statins strongly outweigh any risks, 
including those at risk of developing diabetes or 
those with pre-existing diabetes. 
 

New evidence 
 

A large Canadian study has used data from the 
records of 471,250 people aged 66 years and older 
with no history of diabetes who were newly started 
on a statin between 1st August 1997 and 31st March 
2010.  The primary outcome was the onset of 
diabetes.  
 

In absolute terms 
 

Pravastatin was associated with 23 new cases of 
diabetes per year per 1000 patients.  
   
 For the other statins the observed increase risk was  
 

Simvastatin 26 new cases of diabetes / year / 1000patients  
Rosuvastatin 28 new cases of diabetes / year / 1000patients  

Atorvastatin 29 new cases of diabetes / year / 1000patients  
 

Remember a proportion of these patients would have 
developed diabetes regardless of statin therapy and the 
study could not adjust for important diabetes risk factors 
such as age, family history and obesity. Also it appears 
that patients with the greatest risk of developing 
diabetes are affected by the statin therapy. 
 

The MHRA advice and NICE guidance is unaffected 
by this study, and the benefits of statin therapy 
outweigh the risks of developing diabetes. 
 

However, this study indicates that there may be 
differences between the statins and that  
simvastatin remains a good first line choice as it 
is supported by robust data for the reduction of 
cardiovascular events and potentially less likely 
to promote diabetes than rosuvastatin and 
atorvastatin. 
 

Efficacy and safety outcomes of oral 
anticoagulants and antiplatelets in 
the secondary prevention of venous 
thromboembolism. 
 

A meta-analysis study has compared the efficacy 
and safety of warfarin, aspirin and the new non-
vitamin K antagonist anticoagulants (apixaban, 
dabigatran, rivaroxaban)  for the secondary 
prevention of venous thromboembolism. 12 trials 
were evaluated with a total of 11,999 patients 
evaluated for efficacy and 12,167 for safety. The 
rivaroxaban studies were structured differently 
making comparison difficult so the results of these 
studies will not be reported. The median follow up 
period was 14.3 months. 
 

For every 100 patients treated with. 
 

 Number 
recurrent 
VTE 

Number 
major 
bleeds 

Placebo 10 1 

Aspirin  100mg OD 7 1 

Warfarin 1 2 

Dabigatran 150mg BD 2 1 

Apixaban 2.5/5mgBD 2 1 
 

Compared to the new non-vitamin K antagonist 
anticoagulants (apixaban, dabigatran) warfarin 
demonstrated the greatest risk reduction but was 
associated with a greater risk of bleeding. 
  
  



 

Vaccination and Immunisation 
Update 

 

 
 
The previous ‘Travel Vaccines’ article printed in Augusts ‘Bitesize’ unfortunately contained some incorrect 
information.  Please see the information below for an accurate synopsis of NHS Rotherham’s CCGs advice 
regarding the supply of vaccinations for travel on the NHS.  

 
Travel Vaccines 
A number of surgeries have asked for clarification as to whether they can charge patients or not for 
vaccinating for the purpose of travel.  Full guidance is available from the BMA in the publication ‘Focus on 
travel immunisations’ at http://bma.org.uk/practical-support-at-work/doctors-as-managers/managing-your-
practice/focus-travel-immunisation  

 
The following vaccinations are free on the NHS: 
 

 Polio (given as tetanus, diphtheria and polio booster) 

 Typhoid (first and booster doses) 

 Hepatitis A (all doses) 

 Combined hepatitis A and B-all doses 

 Combined hepatitis A and typhoid-first dose (second dose is with hepatitis A) 

 Cholera 
 
These vaccines protect against diseases thought to represent the greatest risk to public health if they were 
brought into the country.  Therefore, patients who are registered for NHS services with a contractor cannot be 
charged by that contractor for these vaccines. 
The following vaccinations, for the purpose of travel, should be supplied on a private prescription (non-NHS) 
basis: 
 

 Meningococcal meningitis 

 Hepatitis B 

 Rabies             

 Tuberculosis         

 Tick-borne encephalitis 

 Japanese encephalitis 
 

The Yellow fever vaccine is only available from designated centres and must be supplied privately as it is not 
prescribable under the NHS (NHS ‘blacklisted’). 
 
The National Immunisation Programme and Patient Group Directives (PGDs) 
 
With the recent NHS re-organisation, those vaccines which are part of the National Immunisation Programme 
are gradually being replaced by nationally-produced Patient Group Directions (PGDs) via Public Health 
England (PHE) and NHS England (NHSE).  There are currently 4 PGDs which have been produced in this way 
(two ‘flu PGDs, shingles and rotavirus) and gradually over time all the other PGDs will be produced by PHE 
and NHSE.   
The remaining PGDs (Hepatitis. A, combined Hep. A and B and cholera) are also being revised in light of the 
NHS re-structuring.  Any changes made to (or indeed removal of) PGDs will be communicated to practices as 
they occur.  It is likely, however, that indications for travel will be removed from all PGDs in the future. 
 
NHS Rotherham CCG will have no responsibility for producing any PGDs in the future. 

http://bma.org.uk/practical-support-at-work/doctors-as-managers/managing-your-practice/focus-travel-immunisation
http://bma.org.uk/practical-support-at-work/doctors-as-managers/managing-your-practice/focus-travel-immunisation

