
 
 
 

                                               
 
 
 

 
 Issue 39, May 2009 

 
 
    
DEMENTIA (FEBRUARY 2008) 
 
Q: Usually these modules are evidence based, but 

there is no reference for the recommendation for 
statin use. Is there evidence? If so, how 
aggressively should we treat with statins? 

 
A:  There is conflicting evidence on the use of statins in 

treating established Alzheimer's disease.   A number 
of studies have suggested that statin therapy may 
be of benefit,

1,2
 but results have not been consistent. 

A low dose of simvastatin (20 
mg/day) has been linked with a 
positive effect on brain proteins 
and cognition in patients with 
Alzheimers.

3,4
 Similar benefit on 

cognition and memory was found 
in a small RCT in which patients 
were randomized to either 
atorvastatin 80 mg/day or placebo 

for 1 year while continuing with cholinesterase 
inhibitors. Performance on the AD Assessment 
Scale-Cognitive Subscale was significantly better for 
the atorvastatin-treated group at both 6 and 12 
months

5
  [LOE I-2, with wide confidence interval].  

 
Although encouraging, these prospective studies 
have been small, and other studies have shown no 
benefit.

6,7
  Most recently, despite the overall lack of 

significance of positive benefit from treatment with 
atorvastatin in the LEADe study,

8
 further evaluation 

of data from that study found that individuals with 
ApoE genotype did have a significant benefit from 
treatment compared with placebo. Clearly, more 
research is needed.

6,8,9
      -  AF/DH/JW 
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AGE-RELATED MACULAR DEGENERATION  

(NOVEMBER 2008) 
 
Q:  Info point 1 in the module states, “AMD is the most 

common cause of new vision impairment in 
individuals over 65 years of age and a leading cause 
of blindness in older North Americans.”  
Is there an error? Surely, cataracts must be the most 
common cause of vision impairment, with AMD the 
most common UNTREATABLE cause of new vision 
impairment. 

 
A:  This is an important point, as most of us see more 

patients with cataracts than with AMD. Indeed, 
cataracts are the most common eye disease 
associated with vision loss, and are about two-to-
three times as common as AMD (17-25% to 7-9% 
for those aged 60–69).

1,2
 

 
However, the source for Info point 1 is a Canadian 
evidence-based review,

1
 and it says  exactly what is 

in the module! How can this be?  
 
In looking more deeply at this review and its 
sources, it becomes apparent that this statement is 
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accurate when the WHO or the National Eye 
Institute (NEI) definitions of “visual impairment” are 
used.  The WHO says “Visual impairment includes 
low vision as well as blindness.”

3
 Low vision is 

defined as visual acuity of less than 6/18 (20/60), 
and blindness is a visual acuity less than 3/60 
(20/400). [Legally blind in North America is less than 
6/60 (20/200)]. NEI says "Low vision is defined as a 
visual impairment that is not corrected by standard 
eyeglasses, contact lenses, medication, or surgery 
and that interferes with the ability to perform 
everyday activities."

4
 

 
Given modern eye care in Canada, these definitions 
would exclude most cataracts. If a cataract is 
causing loss of sight that interferes with a person's 
normal activities, cataract surgery is usually 
undertaken - a cataract must no longer be "ripe" 
before it can be removed.   
 
These numbers also reflect the other reality. 
Although some patients with AMD can be treated 

successfully, most AMD patients do not benefit from 
the safe and effective treatments available for 
cataracts.  This is consistent with the fact that “The 
most prevalent condition seen in low vision clinics is 
age-related macular degeneration.”

2
   - LT/AH/JW 
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Important Reminder:  For our PBSG September Groups and PBIL members, renewal invoices will be sent out in 
August direct to members.  Contact information update requests will be sent via email mid June.  If you have not sent in 
an email address, please contact us at fmpe@mcmaster.ca and we can update your record. 
 
 
 
 

Fall 2009 (Tentative dates - minimum registration required to proceed) 
 

Saturday, October 17 
Hamilton - Open 

Saturday, October 24 
Calgary - Open 

Saturday, October 24 
Halifax - Open 

To avoid disappointment 

Book Early! 
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Erella Rousseau, Facilitator in Mississauga Writes: 
 
“We are now officially starting our 13th year as a 
PBSG group - with one retired now, and picking up a 
few new ones along the way!  We meet to discuss all 
new modules in the hospital, and do a Jonathan's 
when we can get expert help - basically a chance for 
us to toss around more questions about the module 
and have ongoing discussion in the presence of a 
knowledgeable colleague - I believe this is an 
important factor which has contributed to keeping the 
group active for so long.  Erella” 


