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Topical estrogens work no better than vaginal moisturizers or placebo in women with moderate to 
severe vulvovaginal symptoms.1  SOR:(B) 

No apparent benefit to giving patients levothyroxine for subclinical hypothyroidism.2  SOR:(B) 

Tai chi reduces falls, especially in the short term (<12 months).  It may reduce injurious falls, as well as 
longer-term falls.3  SOR:(A) 

Adding calcium and/or Vitamin D supplements does not prevent fracture in older adults who are 
community dwelling.4  SOR:(A) 

Routine use of calcium and vitamin D supplements is associated with an increased risk of major 
vascular events.  NNH=1785  SOR:(A) 

Little evidence supports a mortality benefit for blood pressure targets less than 140/90 in people with 
cardiovascular disease.6  SOR:(A) 

This is also consistent with ACP and AAFP recommendations for adults over 60.7  SOR:(A) 

Vertebroplasty reduces pain for acute (<6 weeks) compression fractures.  It may work best in those 
with fractures at the TL junction (T11-L2) and in the first 3 weeks.8  SOR:(B) 

Vertebroplasty works no better than sham (in patients who have had pain for ~ 5-6 weeks ).9  SOR:(B) 

Patients will listen to their doctors about stopping screening, especially if phrased in a way that avoids 
bringing up life expectancy.10  SOR:(C) 

Using an immediate BP upon standing to determine orthostasis (drop in SBP of 20 or more, DBP 10 or 
more) is best predictor of long-term sequelae11  SOR:(B) 

Use of methylphenidate improves apathy in patients with mild Alzheimer's.  There were small 
improvements in cognition, function, and depression - and reduced caregiver burdern.12  SOR:(B) 

Patients who under go hip fracture surgery less than 24 hours after presenting to the ED appear to do 
better than those who get theirs more than 1 day later.13  SOR:(B) 

Longer use (>10 years) is associated with a higher risk of clinical fracture.14  SOR:(B) 

Operative treatment in hip fracture appears to increase lifespan in patients with advance dementia15  
SOR:(C) 

Adding pravastatin for primary prevention in people older than 65 did not appear to reduce 
mortality.16  SOR:(B) 

Over 2 years, q 3 mo injections of triamcinolone did not improve pain or function, but decreased 
cartilage thickness in knees with OA.17  SOR:(B) 
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1.  Mitchell CM, Reed SD, Diem S, et al. Efficacy of vaginal estradiol or vaginal moisturizer vs placebo 
for treating postmenopausal vulvovaginal symptoms: a randomized clinical trial. JAMA Intern Med. 
2018;178(5):681-690. 
Abstract: Importance: Nearly half of postmenopausal women report bothersome vulvovaginal 
symptoms, but few data support the efficacy of 2 commonly recommended treatments. Objective: To 
compare the efficacy of a low-dose vaginal estradiol tablet and a vaginal moisturizer, each vs placebo, 
for treatment of moderate-to-severe postmenopausal vulvovaginal symptoms. Design, Setting, and 
Participants: This 12-week multicenter randomized clinical trial enrolled postmenopausal women with 
moderate to severe symptoms of vulvovaginal itching, pain, dryness, irritation, or pain with 
penetration. Interventions: Vaginal 10-mug estradiol tablet (daily for 2 weeks, then twice weekly) plus 
placebo gel (3 times a week) (n = 102) vs placebo tablet plus vaginal moisturizer (n = 100) vs dual 
placebo (n = 100). Main Outcomes and Measures: The main outcome was decrease in severity (0-3) of 
most bothersome symptom (MBS) between enrollment and 12 weeks. Additional measures included a 
composite vaginal symptom score, Female Sexual Function Index (FSFI) score (2-36), modified Female 
Sexual Distress Score-Revised item 1, treatment satisfaction and meaningful benefit, Vaginal 
Maturation Index, and vaginal pH. Results: The 302 women had a mean (SD) age of 61 (4) years and 
were primarily white (267 [88%]), college educated (200 [66%]), and sexually active (245 [81%]). Most 
women (294 [97%]) provided data for the primary analysis. The most commonly reported MBS was 
pain with vaginal penetration (182 [60%]), followed by vulvovaginal dryness (63 [21%]). Mean baseline 
MBS severity was similar between treatment groups: estradiol, 2.4 (95% CI, 2.3 to 2.6); moisturizer, 2.5 
(95% CI, 2.3 to 2.6); placebo, 2.5 (95% CI, 2.4 to 2.6). All treatment groups had similar mean reductions 
in MBS severity over 12 weeks: estradiol, -1.4 (95% CI, -1.6 to -1.2); moisturizer, -1.2 (95% CI, -1.4 to -
1.0); and placebo, -1.3 (95% CI, -1.5 to -1.1). No significant differences were seen between estradiol (P 
= .25) or moisturizer (P = .31) compared with placebo. Mean total FSFI improvement was similar 
between estradiol (5.4; 95% CI, 4.0 to 6.9) and placebo (4.5; 95% CI, 2.8 to 6.1) (P = .64), and between 
moisturizer (3.1; 95% CI, 1.7 to 4.5) and placebo (P = .17). Conclusions and Relevance: Our results 
suggest that neither prescribed vaginal estradiol tablet nor over-the-counter vaginal moisturizer 
provides additional benefit over placebo vaginal tablet and gel in reducing postmenopausal 
vulvovaginal symptoms. Trial Registration: clinicaltrials.gov Identifier: NCT02516202 
 
2.  Stott DJ, Rodondi N, Kearney PM, et al. Thyroid Hormone Therapy for Older Adults with Subclinical 
Hypothyroidism. N Engl J Med. 2017;376(26):2534-2544. 
Abstract: BACKGROUND: The use of levothyroxine to treat subclinical hypothyroidism is controversial. 
We aimed to determine whether levothyroxine provided clinical benefits in older persons with this 
condition METHODS: We conducted a double-blind, randomized, placebo-controlled, parallel-group 
trial involving 737 adults who were at least 65 years of age and who had persisting subclinical 
hypothyroidism (thyrotropin level, 4.60 to 19.99 mIU per liter; free thyroxine level within the reference 
range). A total of 368 patients were assigned to receive levothyroxine (at a starting dose of 50 mug 
daily, or 25 mug if the body weight was <50 kg or the patient had coronary heart disease), with dose 
adjustment according to the thyrotropin level; 369 patients were assigned to receive placebo with 
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mock dose adjustment. The two primary outcomes were the change in the Hypothyroid Symptoms 
score and Tiredness score on a thyroid-related quality-of-life questionnaire at 1 year (range of each 
scale is 0 to 100, with higher scores indicating more symptoms or tiredness, respectively; minimum 
clinically important difference, 9 points) RESULTS: The mean age of the patients was 74.4 years, and 
396 patients (53.7%) were women. The mean (+/-SD) thyrotropin level was 6.40+/-2.01 mIU per liter at 
baseline; at 1 year, this level had decreased to 5.48 mIU per liter in the placebo group, as compared 
with 3.63 mIU per liter in the levothyroxine group (P<0.001), at a median dose of 50 mug. We found no 
differences in the mean change at 1 year in the Hypothyroid Symptoms score (0.2+/-15.3 in the 
placebo group and 0.2+/-14.4 in the levothyroxine group; between-group difference, 0.0; 95% 
confidence interval [CI], -2.0 to 2.1) or the Tiredness score (3.2+/-17.7 and 3.8+/-18.4, respectively; 
between-group difference, 0.4; 95% CI, -2.1 to 2.9). No beneficial effects of levothyroxine were seen on 
secondary-outcome measures. There was no significant excess of serious adverse events prespecified 
as being of special interest CONCLUSIONS: Levothyroxine provided no apparent benefits in older 
persons with subclinical hypothyroidism. (Funded by European Union FP7 and others; TRUST 
ClinicalTrials.gov number, NCT01660126 .) 
 
3.  Lomas-Vega R, Obrero-Gaitan E, Molina-Ortega FJ, Del-Pino-Casado R. Tai Chi for risk of falls. A 
meta-analysis. J Am Geriatr Soc. 2017;65(9):2037-2043. 
Abstract: OBJECTIVES: To analyze the effectiveness of tai chi for falls prevention DESIGN: Systematic 
review and meta-analysis SETTING: Pubmed, Scopus, CINHAL, and Physiotherapy Evidence Database 
(PEDro) were searched to May 26, 2016 PARTICIPANTS: Older adult population and at-risk adults 
INTERVENTION: Randomized controlled trials analyzing the effect of tai chi versus other treatments on 
risk of falls MEASUREMENTS: The incidence rate ratio (IRR) for falls incidence and hazard ratio (HR) for 
time to first fall RESULTS: The search strategy identified 891 potentially eligible studies, of which 10 
met the inclusion criteria. There was high-quality evidence of a medium protective effect for fall 
incidence over the short term (IRR = 0.57; 95% CI = 0.46, 0.70) and a small protective effect over the 
long term (IRR = 0.87; 95% CI = 0.77, 0.98). Regarding injurious falls, we found very low-quality 
evidence of a medium protective effect over the short term (IRR = 0.50; 95% CI = 0.33, 0.74) and a 
small effect over the long term (IRR = 0.72; 95% CI = 0.54, 0.95). There was no effect on time to first 
fall, with moderate quality of evidence (HR = 0.98; 95% CI = 0.69, 1.37)CONCLUSION: In at-risk adults 
and older adults, tai chi practice may reduce the rate of falls and injury-related falls over the short term 
(<12 months) by approximately 43% and 50%, respectively. Tai chi practice may not influence time to 
first fall in these populations. Due to the low quality of evidence, more studies investigating the effects 
of tai chi on injurious falls and time to first fall are required. Â© 2017, Copyright the Authors Journal 
compilation Â© 2017, The American Geriatrics Society 
 
4.  Zhao JG, Zeng XT, Wang J, Liu L. Association between calcium or vitamin D supplementation and 
fracture incidence in community-dwelling older adults: a systematic review and meta-analysis. JAMA. 
2017;318(24):2466-2482. 
Abstract: Importance: The increased social and economic burdens for osteoporosis-related fractures 
worldwide make the prevention of such injuries a major public health goal. Previous studies have 
reached mixed conclusions regarding the association between calcium, vitamin D, or combined calcium 
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and vitamin D supplements and fracture incidence in older adults Objective: To investigate whether 
calcium, vitamin D, or combined calcium and vitamin D supplements are associated with a lower 
fracture incidence in community-dwelling older adults Data Sources: The PubMed, Cochrane library, 
and EMBASE databases were systematically searched from the inception dates to December 24, 2016, 
using the keywords calcium, vitamin D, and fracture to identify systematic reviews or meta-analyses. 
The primary randomized clinical trials included in systematic reviews or meta-analyses were identified, 
and an additional search for recently published randomized trials was performed from July 16, 2012, to 
July 16, 2017 Study Selection: Randomized clinical trials comparing calcium, vitamin D, or combined 
calcium and vitamin D supplements with a placebo or no treatment for fracture incidence in 
community-dwelling adults older than 50 years Data Extraction and Synthesis: Two independent 
reviewers performed the data extraction and assessed study quality. A meta-analysis was performed to 
calculate risk ratios (RRs), absolute risk differences (ARDs), and 95% CIs using random-effects models 
Main Outcomes and Measures: Hip fracture was defined as the primary outcome. Secondary 
outcomes were nonvertebral fracture, vertebral fracture, and total fracture Results: A total of 33 
randomized trials involving 51145 participants fulfilled the inclusion criteria. There was no significant 
association of calcium or vitamin D with risk of hip fracture compared with placebo or no treatment 
(calcium: RR, 1.53 [95% CI, 0.97 to 2.42]; ARD, 0.01 [95% CI, 0.00 to 0.01]; vitamin D: RR, 1.21 [95% CI, 
0.99 to 1.47]; ARD, 0.00 [95% CI, -0.00 to 0.01]. There was no significant association of combined 
calcium and vitamin D with hip fracture compared with placebo or no treatment (RR, 1.09 [95% CI, 0.85 
to 1.39]; ARD, 0.00 [95% CI, -0.00 to 0.00]). No significant associations were found between calcium, 
vitamin D, or combined calcium and vitamin D supplements and the incidence of nonvertebral, 
vertebral, or total fractures. Subgroup analyses showed that these results were generally consistent 
regardless of the calcium or vitamin D dose, sex, fracture history, dietary calcium intake, and baseline 
serum 25-hydroxyvitamin D concentration Conclusions and Relevance: In this meta-analysis of 
randomized clinical trials, the use of supplements that included calcium, vitamin D, or both compared 
with placebo or no treatment was not associated with a lower risk of fractures among community-
dwelling older adults. These findings do not support the routine use of these supplements in 
community-dwelling older people 
 
5.  Bolland MJ, Grey A, Avenell A, Gamble GD, Reid IR. Calcium supplements with or without vitamin D 
and risk of cardiovascular events: reanalysis of the Women's Health Initiative limited access dataset 
and meta-analysis. BMJ. 2011;342:d2040. 
Objectives To investigate the effects of personal calcium supplement use on cardiovascular risk in the 
Women’s Health Initiative Calcium/Vitamin D Supplementation Study (WHI CaD Study), using the WHI 
dataset, and to update the recent meta-analysis of calcium supplements and cardiovascular risk. 
Design Reanalysis of WHI CaD Study limited access dataset and incorporation in meta-analysis with 
eight other studies. Data source WHI CaD Study, a seven year, randomised, placebo controlled trial of 
calcium and vitamin D (1g calcium and 400 IU vitamin D daily) in 36 282 community dwelling 
postmenopausal women. Main outcome measures Incidence of four cardiovascular events and their 
combinations (myocardial infarction, coronary revascularisation, death from coronary heart disease, 
and stroke) assessed with patient-level data and trial-level data. Results In the WHI CaD Study there 
was an interaction between personal use of calcium supplements and allocated calcium and vitamin D 
for cardiovascular events. In the 16 718 women (46%) who were not taking personal calcium 
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supplements at randomisation the hazard ratios for cardiovascular events with calcium and vitamin D 
ranged from 1.13 to 1.22 (P=0.05 for clinical myocardial infarction or stroke, P=0.04 for clinical 
myocardial infarction or revascularisation), whereas in the women taking personal calcium 
supplements cardiovascular risk did not alter with allocation to calcium and vitamin D. In meta-
analyses of three placebo controlled trials, calcium and vitamin D increased the risk of myocardial 
infarction (relative risk 1.21 (95% confidence interval 1.01 to 1.44), P=0.04), stroke (1.20 (1.00 to 1.43), 
P=0.05), and the composite of myocardial infarction or stroke (1.16 (1.02 to 1.32), P=0.02). In meta-
analyses of placebo controlled trials of calcium or calcium and vitamin D, complete trial-level data were 
available for 28 072 participants from eight trials of calcium supplements and the WHI CaD participants 
not taking personal calcium supplements. In total 1384 individuals had an incident myocardial 
infarction or stroke. Calcium or calcium and vitamin D increased the risk of myocardial infarction 
(relative risk 1.24 (1.07 to 1.45), P=0.004) and the composite of myocardial infarction or stroke (1.15 
(1.03 to 1.27), P=0.009). Conclusions Calcium supplements with or without vitamin D modestly 
increase the risk of cardiovascular events, especially myocardial infarction, a finding obscured in the 
WHI CaD Study by the widespread use of personal calcium supplements. A reassessment of the role of 
calcium supplements in osteoporosis management is warranted. 
 
6.  Saiz LC, Gorricho J, Garjon J, et al. Blood pressure targets for the treatment of people with 
hypertension and cardiovascular disease. Cochrane Database Syst Rev. 2017;10:CD010315. 
Abstract: BACKGROUND: Hypertension is a prominent preventable cause of premature morbidity and 
mortality. People with hypertension and established cardiovascular disease are at particularly high risk, 
so reducing blood pressure below standard targets may be beneficial. This strategy could reduce 
cardiovascular mortality and morbidity but could also increase adverse events. The optimal blood 
pressure target in people with hypertension and established cardiovascular disease remains unknown 
OBJECTIVES: To determine if 'lower' blood pressure targets (<= 135/85 mmHg) are associated with 
reduction in mortality and morbidity as compared with 'standard' blood pressure targets (<= 140 to 
160/ 90 to 100 mmHg) in the treatment of people with hypertension and a history of cardiovascular 
disease (myocardial infarction, angina, stroke, peripheral vascular occlusive disease) SEARCH 
METHODS: The Cochrane Hypertension Information Specialist searched the following databases for 
randomized controlled trials up to February 2017: the Cochrane Hypertension Specialised Register, the 
Cochrane Central Register of Controlled Trials (CENTRAL), MEDLINE (from 1946), Embase (from 1974), 
the World Health Organization International Clinical Trials Registry Platform, and ClinicalTrials.gov. We 
also searched the Latin American and Caribbean Health Science Literature Database (from 1982) and 
contacted authors of relevant papers regarding further published and unpublished work. There were 
no language restrictions SELECTION CRITERIA: We included randomized controlled trials (RCTs) with 
more than 50 participants per group and at least six months follow-up. Trial reports needed to present 
data for at least one primary outcome (total mortality, serious adverse events, total cardiovascular 
events, cardiovascular mortality). Eligible interventions were lower target for systolic/diastolic blood 
pressure (<= 135/85 mmHg) compared with standard target for blood pressure (<= 140 to 160/90 to 
100 mmHg).Participants were adults with documented hypertension or who were receiving treatment 
for hypertension and cardiovascular history for myocardial infarction, stroke, chronic peripheral 
vascular occlusive disease or angina pectoris DATA COLLECTION AND ANALYSIS: Two review authors 
independently assessed search results and extracted data using standard methodological procedures 
expected by The Cochrane Collaboration MAIN RESULTS: We included six RCTs that involved a total of 
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9795 participants. Mean follow-up was 3.7 years (range 1.0 to 4.7 years). Five RCTs provided individual 
patient data for 6775 participants.We found no change in total mortality (RR 1.05, 95% CI 0.90 to 1.22) 
or cardiovascular mortality (RR 0.96, 95% CI 0.77 to 1.21; moderate-quality evidence). Similarly, no 
differences were found in serious adverse events (RR 1.02, 95% CI 0.95 to 1.11; low-quality evidence). 
There was a reduction in fatal and non fatal cardiovascular events (including myocardial infarction, 
stroke, sudden death, hospitalization or death from congestive heart failure) with the lower target (RR 
0.87, 95% CI 0.78 to 0.98; ARR 1.6% over 3.7 years; low-quality evidence). There were more participant 
withdrawals due to adverse effects in the lower target arm (RR 8.16, 95% CI 2.06 to 32.28; very low-
quality evidence). Blood pressures were lower in the lower' target group by 9.5/4.9 mmHg. More drugs 
were needed in the lower target group but blood pressure targets were achieved more frequently in 
the standard target group AUTHORS' CONCLUSIONS: No evidence of a difference in total mortality and 
serious adverse events was found between treating to a lower or to a standard blood pressure target 
in people with hypertension and cardiovascular disease. This suggests no net health benefit from a 
lower systolic blood pressure target despite the small absolute reduction in total cardiovascular serious 
adverse events. There was very limited evidence on adverse events, which lead to high uncertainty. At 
present there is insufficient evidence to justify lower blood pressure targets (<= 135/85 mmHg) in 
people with hypertension and established cardiovascular disease. More trials are needed to answer 
this question 
 
7.  Qaseem A, Wilt TJ, Rich R, Humphrey LL, Frost J, Forciea MA. Pharmacologic Treatment of 
Hypertension in Adults Aged 60 Years or Older to Higher Versus Lower Blood Pressure Targets: A 
Clinical Practice Guideline From the American College of Physicians and the American Academy of 
Family Physicians. Ann Intern Med. 2017;166(6):430-437. 
Abstract: Description: The American College of Physicians (ACP) and the American Academy of Family 
Physicians (AAFP) jointly developed this guideline to present the evidence and provide clinical 
recommendations based on the benefits and harms of higher versus lower blood pressure targets for 
the treatment of hypertension in adults aged 60 years or older. Methods: This guideline is based on a 
systematic review of published randomized, controlled trials for primary outcomes and observational 
studies for harms only (identified through EMBASE, the Cochrane Database of Systematic Reviews, 
MEDLINE, and ClinicalTrials.gov), from database inception through January 2015. The MEDLINE search 
was updated through September 2016. Evaluated outcomes included all-cause mortality, morbidity 
and mortality related to stroke, major cardiac events (fatal and nonfatal myocardial infarction and 
sudden cardiac death), and harms. This guideline grades the evidence and recommendations using the 
GRADE (Grading of Recommendations Assessment, Development, and Evaluation) method. Target 
Audience and Patient Population: The target audience for this guideline includes all clinicians, and the 
target patient population includes all adults aged 60 years or older with hypertension. 
Recommendation 1: ACP and AAFP recommend that clinicians initiate treatment in adults aged 60 
years or older with systolic blood pressure persistently at or above 150 mm Hg to achieve a target 
systolic blood pressure of less than 150 mm Hg to reduce the risk for mortality, stroke, and cardiac 
events. (Grade: strong recommendation, high-quality evidence). ACP and AAFP recommend that 
clinicians select the treatment goals for adults aged 60 years or older based on a periodic discussion of 
the benefits and harms of specific blood pressure targets with the patient. Recommendation 2: ACP 
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and AAFP recommend that clinicians consider initiating or intensifying pharmacologic treatment in 
adults aged 60 years or older with a history of stroke or transient ischemic attack to achieve a target 
systolic blood pressure of less than 140 mm Hg to reduce the risk for recurrent stroke. (Grade: weak 
recommendation, moderate-quality evidence). ACP and AAFP recommend that clinicians select the 
treatment goals for adults aged 60 years or older based on a periodic discussion of the benefits and 
harms of specific blood pressure targets with the patient. Recommendation 3: ACP and AAFP 
recommend that clinicians consider initiating or intensifying pharmacologic treatment in some adults 
aged 60 years or older at high cardiovascular risk, based on individualized assessment, to achieve a 
target systolic blood pressure of less than 140 mm Hg to reduce the risk for stroke or cardiac events. 
(Grade: weak recommendation, low-quality evidence). ACP and AAFP recommend that clinicians select 
the treatment goals for adults aged 60 years or older based on a periodic discussion of the benefits and 
harms of specific blood pressure targets with the patient 
 
8.  Clark W, Bird P, Gonski P, et al. Safety and efficacy of vertebroplasty for acute painful osteoporotic 
fractures (VAPOUR): a multicentre, randomised, double-blind, placebo-controlled trial. Lancet. 
2016;388(10052):1408-1416. 
Abstract: BACKGROUND: We hypothesised that vertebroplasty provides effective analgesia for 
patients with poorly controlled pain and osteoporotic spinal fractures of less than 6 weeks' duration. 
The effectiveness of vertebroplasty, using an adequate vertebral fill technique, in fractures of less than 
6 weeks' duration has not been specifically assessed by previously published masked trials. METHODS: 
This was a multicentre, randomised, double-blind, placebo-controlled trial of vertebroplasty in four 
hospitals in Sydney, Australia. We recruited patients with one or two osteoporotic vertebral fractures 
of less than 6 weeks' duration and Numeric Rated Scale (NRS) back pain greater than or equal to 7 out 
of 10. We used an automated telephone randomisation service provided by the National Health and 
Medical Research Council to assign patients (1:1; stratified according to age, degree of vertebral 
compression, trauma, corticosteroid use, and hospital) to either vertebroplasty or placebo, 
immediately before the procedure. Patients received conscious sedation. Vertebroplasty was done 
with the adequate vertebral fill technique and the placebo procedure with simulated vertebroplasty. 
Follow-up was for 6 months. Outcome assessors and patients were masked to treatment allocation. 
The primary outcome was the proportion of patients with NRS pain below 4 out of 10 at 14 days post-
intervention in the intention-to-treat population. This study is registered with ClinicalTrials.gov, 
number NCT01482793. FINDINGS: Between Nov 4, 2011, and Dec 5, 2014, 120 patients were enrolled. 
61 patients were randomly assigned to vertebroplasty and 59 to placebo. 24 (44%) patients in the 
vertebroplasty group and 12 (21%) in the control group had an NRS pain score below 4 out of 10 at 14 
days (between-group difference 23 percentage points, 95% CI 6-39; p=0.011). Three patients in each 
group died from causes judged unrelated to the procedure. There were two serious adverse events in 
each group, related to the procedure (vertebroplasty group) and the fracture (control group). 
INTERPRETATION: Vertebroplasty is superior to placebo intervention for pain reduction in patients 
with acute osteoporotic spinal fractures of less than 6 weeks' in duration. These findings will allow 
patients with acute painful fractures to have an additional means of pain management that is known to 
be effective. FUNDING: Education grant from CareFusion Corporation 
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9.  Firanescu CE, de VJ, Lodder P, et al. Vertebroplasty versus sham procedure for painful acute 
osteoporotic vertebral compression fractures (VERTOS IV): randomised sham controlled clinical trial. 
BMJ. 2018;361:k1551. 
Abstract: OBJECTIVE: To assess whether percutaneous vertebroplasty results in more pain relief than a 
sham procedure in patients with acute osteoporotic compression fractures of the vertebral body 
DESIGN: Randomised, double blind, sham controlled clinical trial SETTING: Four community hospitals in 
the Netherlands, 2011-15 PARTICIPANTS: 180 participants requiring treatment for acute osteoporotic 
vertebral compression fractures were randomised to either vertebroplasty (n=91) or a sham procedure 
(n=89) INTERVENTIONS: Participants received local subcutaneous lidocaine (lignocaine) and 
bupivacaine at each pedicle. The vertebroplasty group also received cementation, which was simulated 
in the sham procedure group MAIN OUTCOME MEASURES: Main outcome measure was mean 
reduction in visual analogue scale (VAS) scores at one day, one week, and one, three, six, and 12 
months. Clinically significant pain relief was defined as a decrease of 1.5 points in VAS scores from 
baseline. Secondary outcome measures were the differences between groups for changes in the 
quality of life for osteoporosis and Roland-Morris disability questionnaire scores during 12 months' 
follow-up RESULTS: The mean reduction in VAS score was statistically significant in the vertebroplasty 
and sham procedure groups at all follow-up points after the procedure compared with baseline. The 
mean difference in VAS scores between groups was 0.20 (95% confidence interval -0.53 to 0.94) at 
baseline, -0.43 (-1.17 to 0.31) at one day, -0.11 (-0.85 to 0.63) at one week, 0.41 (-0.33 to 1.15) at one 
month, 0.21 (-0.54 to 0.96) at three months, 0.39 (-0.37 to 1.15) at six months, and 0.45 (-0.37 to 1.24) 
at 12 months. These changes in VAS scores did not, however, differ statistically significantly between 
the groups during 12 months' follow-up. The results for secondary outcomes were not statistically 
significant. Use of analgesics (non-opioids, weak opioids, strong opioids) decreased statistically 
significantly in both groups at all time points, with no statistically significant differences between 
groups. Two adverse events occurred in the vertebroplasty group: one respiratory insufficiency and 
one vasovagal reaction CONCLUSIONS: Percutaneous vertebroplasty did not result in statistically 
significantly greater pain relief than a sham procedure during 12 months' follow-up among patients 
with acute osteoporotic vertebral compression fractures TRIAL REGISTRATION: ClinicalTrials.gov 
NCT01200277. Copyright Published by the BMJ Publishing Group Limited.  
 
10.  Schoenborn NL, Lee K, Pollack CE, et al. Older Adults' Views and Communication Preferences 
About Cancer Screening Cessation. JAMA Intern Med. 2017;177(8):1121-1128. 
Abstract: Importance: Older adults with limited life expectancy are frequently screened for cancer 
even though it exposes them to risks of screening with minimal benefit. Patient preferences may be an 
important contributor to continued screening Objective: To examine older adults' views on the 
decision to stop cancer screening when life expectancy is limited and to identify older adults' 
preferences for how clinicians should communicate recommendations to cease cancer screening 
Design, Setting, and Participants: In this semistructured interview study, we interviewed 40 
community-dwelling older adults (>= 65 years) recruited at 4 clinical programs affiliated with an urban 
academic medical center Main Outcomes and Measure: We transcribed the audio recorded 
discussions and analyzed the transcripts using standard techniques of qualitative content analysis to 
identify major themes and subthemes Results: The participants' average age was 75.7 years. Twenty-
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three participants (57.5%) were female; 25 (62.5%) were white. Estimated life expectancy was less 
than 10 years for 19 participants (47.5%). We identified 3 key themes. First, participants were 
amenable to stopping cancer screening, especially in the context of a trusting relationship with their 
clinician. Second, although many participants supported using age and health status to individualize 
the screening decision, they did not often understand the role of life expectancy. All except 2 
participants objected to a Choosing Wisely statement about not recommending cancer screening in 
those with limited life expectancy, often believing that clinicians cannot accurately predict life 
expectancy. Third, participants preferred that clinicians explain a recommendation to stop screening by 
incorporating individual health status but were divided on whether life expectancy should be 
mentioned. Specific wording of life expectancy was important; many felt the language of "you may not 
live long enough to benefit from this test" was unnecessarily harsh compared with the more positive 
messaging of "this test would not help you live longer." Conclusions and Relevance: Although research 
and clinical practice guidelines recommend using life expectancy to inform cancer screening, older 
adults may not consider life expectancy important in screening and may not prefer to hear about life 
expectancy when discussing screening. The described communication preferences can help inform 
future screening discussions. Better delineating patient-centered approaches to discuss screening 
cessation is an important step toward optimizing cancer screening in older adults 
 
11.  Juraschek SP, Daya N, Rawlings AM, et al. Association of history of dizziness and long-term adverse 
outcomes with early vs later orthostatic hypotension assessment times in middle-aged adults. JAMA 
Intern Med. 2017;doi:10.1001/jamainternmed.2017.2937. 
IMPORTANCE: Guidelines recommend assessing orthostatic hypotension (OH) 3 minutes after rising 
from supine to standing positions. It is not known whether measurements performed immediately 
after standing predict adverse events as strongly as measurements performed closer to 3 minutes. 
OBJECTIVE: To compare early vs later OH measurements and their association with history of dizziness 
and longitudinal adverse outcomes. DESIGN, SETTING, AND PARTICIPANTS: This was a prospective 
cohort study of middle-aged (range, 44-66 years) participants in the Atherosclerosis Risk in 
Communities Study (1987-1989). EXPOSURES: Orthostatic hypotension, defined as a drop in blood 
pressure (BP) (systolic BP ≥20 mm Hg or diastolic BP ≥10 mm Hg) from the supine to standing position, 
was measured up to 5 times at 25-second intervals. MAIN OUTCOMES AND MEASURES: We 
determined the association of each of the 5 OH measurements with history of dizziness on standing 
(logistic regression) and risk of fall, fracture, syncope, motor vehicle crashes, and all-cause mortality 
(Cox regression) over a median of 23 years of follow-up (through December 31, 2013). RESULTS: In 
11 429 participants (mean age, 54 years; 6220 [54%] were women; 2934 [26%] were black) with at 
least 4 OH measurements after standing, after adjustment OH assessed at measurement 1 (mean [SD], 
28 [5.4] seconds; range, 21-62 seconds) was the only measurement associated with higher odds of 
dizziness (odds ratio [OR], 1.49; 95% CI, 1.18-1.89). Measurement 1 was associated with the highest 
rates of fracture, syncope, and death at 18.9, 17.0, and 31.4 per 1000 person-years. Measurement 2 
was associated with the highest rate of falls and motor vehicle crashes at 13.2 and 2.5 per 1000 
person-years. Furthermore, after adjustment measurement 1 was significantly associated with risk of 
fall (hazard ratio [HR], 1.22; 95% CI, 1.03-1.44), fracture (HR, 1.16; 95% CI, 1.01-1.34), syncope (HR, 
1.40; 95% CI, 1.20-1.63), and mortality (HR, 1.36; 95% CI, 1.23-1.51). Measurement 2 (mean [SD], 53 
[7.5] seconds; range, 43-83 seconds) was associated with all long-term outcomes, including motor 
vehicle crashes (HR, 1.43; 95% CI, 1.04-1.96). Measurements obtained after 1 minute were not 
associated with dizziness and were inconsistently associated with individual long-term outcomes.  
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CONCLUSIONS AND RELEVANCE: In contrast with prevailing recommendations, OH measurements 
performed within 1 minute of standing were the most strongly related to dizziness and individual 
adverse outcomes, suggesting that OH be assessed within 1 minute of standing 
 
12.  Padala PR, Padala KP, Lensing SY, et al. Methylphenidate for Apathy in Community-Dwelling Older 
Veterans With Mild Alzheimer's Disease: A Double-Blind, Randomized, Placebo-Controlled Trial. Am J 
Psychiatry. 2018;175(2):159-168. 
Abstract: OBJECTIVE: Apathy is a common behavioral problem in Alzheimer's disease. Apathy has 
profound consequences, such as functional impairment, higher service utilization, higher caregiver 
burden, and increased mortality. The authors' objective was to study the effects of methylphenidate 
on apathy in Alzheimer's disease METHOD: A 12-week, prospective, double-blind, randomized, 
placebo-controlled trial (methylphenidate versus placebo) was conducted in community-dwelling 
veterans (N=60) with mild Alzheimer's disease. The primary outcome for apathy (Apathy Evaluation 
Scale-Clinician) and secondary outcomes for cognition (Mini-Mental State Examination, Modified Mini-
Mental State Examination), functional status (activities of daily living, instrumental activities of daily 
living), improvement and severity (Clinical Global Impressions Scale [CGI]), caregiver burden (Zarit 
Burden Scale), and depression (Cornell Scale for Depression in Dementia) were measured at baseline 
and at 4, 8, and 12 weeks RESULTS: Participants were all men (77 years old, SD=8). After adjusting for 
baseline, the methylphenidate group had significantly greater improvement in apathy than the placebo 
group at 4 weeks, 8 weeks, and 12 weeks. At 12 weeks, there was also greater improvement in 
cognition, functional status, caregiver burden, CGI scores, and depression in the methylphenidate 
group compared with the placebo group CONCLUSIONS: Methylphenidate improved apathy in a group 
of community-dwelling veterans with mild Alzheimer's disease. Methylphenidate also improved 
cognition, functional status, caregiver burden, CGI scores, and depression 
 
13.  Pincus D, Ravi B, Wasserstein D, et al. Association between wait time and 30-day mortality in 
adults undergoing hip fracture surgery. JAMA. 2017;318(20):1994-2003. 
Abstract: Importance: Although wait times for hip fracture surgery have been linked to mortality and 
are being used as quality-of-care indicators worldwide, controversy exists about the duration of the 
wait that leads to complications Objective: To use population-based wait-time data to identify the 
optimal time window in which to conduct hip fracture surgery before the risk of complications 
increases Design, Setting, and Participants: Population-based, retrospective cohort study of adults 
undergoing hip fracture surgery between April 1, 2009, and March 31, 2014, at 72 hospitals in Ontario, 
Canada. Risk-adjusted restricted cubic splines modeled the probability of each complication according 
to wait time. The inflection point (in hours) when complications began to increase was used to define 
early and delayed surgery. To evaluate the robustness of this definition, outcomes among propensity-
score matched early and delayed surgical patients were compared using percent absolute risk 
differences (RDs, with 95% CIs) Exposure: Time elapsed from hospital arrival to surgery (in hours) Main 
Outcomes and Measures: Mortality within 30 days. Secondary outcomes included a composite of 
mortality or other medical complications (myocardial infarction, deep vein thrombosis, pulmonary 
embolism, and pneumonia) Results: Among 42230 patients with hip fracture (mean [SD] age, 80.1 
years [10.7], 70.5% women) who met study entry criteria, overall mortality at 30 days was 7.0%. The 
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risk of complications increased when wait times were greater than 24 hours, irrespective of the 
complication considered. Compared with 13731 propensity-score matched patients who received 
surgery earlier, 13731 patients who received surgery after 24 hours had a significantly higher risk of 30-
day mortality (898 [6.5%] vs 790 [5.8%]; % absolute RD, 0.79; 95% CI, 0.23-1.35) and the composite 
outcome (1680 [12.2%]) vs 1383 [10.1%]; % absolute RD, 2.16; 95% CI, 1.43-2.89) Conclusions and 
Relevance: Among adults undergoing hip fracture surgery, increased wait time was associated with a 
greater risk of 30-day mortality and other complications. A wait time of 24 hours may represent a 
threshold defining higher risk 
 
14.  Drieling RL, LaCroix AZ, Beresford SAA, et al. Long-term oral bisphosphonate therapy and fractures 
in older women: the women's health initiative. J Am Geriatr Soc. 2017;65(9):1924-1931. 
Abstract: OBJECTIVES: To examine the association between long-term bisphosphonate use and 
fracture in older women at high risk of fracture DESIGN: Retrospective cohort SETTING: Women's 
Health Initiative PARTICIPANTS: Older women who reported at least 2 years of bisphosphonate use in 
2008-09 (N = 5,120) MEASUREMENTS: Exposure data were from a current medications inventory. 
Outcomes (hip, clinical vertebral, wrist or forearm, any clinical fracture) were ascertained annually. 
Using multivariate Cox proportional hazards models, the association between duration of 
bisphosphonate use (3-5, 6-9, 10-13 years) and fracture was estimated, using 2 years as the referent 
group RESULTS: On average participants were 80 years old and were followed for 3.7 +/- 1.2 years. 
There were 127 hip, 159 wrist or forearm, 235 clinical vertebral, and 1,313 clinical fractures. In 
multivariate-adjusted analysis, 10 to 13 years of bisphosphonate use was associated with higher risk of 
any clinical fracture than 2 years of use (hazard ratio (HR) = 1.29, 95% confidence interval (CI) = 1.07-
1.57). This association persisted in analyses limited to women with a prior fracture (HR = 1.30, 95% CI = 
1.01-1.67) and women with no history of cancer (HR = 1.36, 95% CI = 1.10-1.68). The association of 10 
to 13 years of use, compared with 2 years of use, was not statistically significant for hip (HR = 1.66, 
95% CI = 0.81-3.40), clinical vertebral (HR = 1.65, 95% CI = 0.99-2.76), or wrist fracture (HR = 1.16, 95% 
CI = 0.67-2.00) CONCLUSION: In older women at high risk of fracture, 10 to 13 years of bisphosphonate 
use was associated with higher risk of any clinical fracture than 2 years of use. These results add to 
concerns about the benefit of very long-term bisphosphonate use. Â© 2017, Copyright the Authors 
Journal compilation Â© 2017, The American Geriatrics Society 
 
15.  Berry SD, Rothbaum RR, Kiel DP, Lee Y, Mitchell SL. Association of Clinical Outcomes With Surgical 
Repair of Hip Fracture vs Nonsurgical Management in Nursing Home Residents With Advanced 
Dementia. JAMA Intern Med. 2018;178(6):774-780. 
Abstract: Importance: The decision whether to surgically repair a hip fracture in nursing home (NH) 
residents with advanced dementia can be challenging Objective: To compare outcomes, including 
survival, among NH residents with advanced dementia and hip fracture according to whether they 
underwent surgical hip fracture repair Design, Setting, and Participants: We conducted a retrospective 
cohort study of 3083 NH residents with advanced dementia and hip fracture, but not enrolled in 
hospice care, using nationwide Medicare claims data linked with Minimum Data Set (MDS) 
assessments from January 1, 2008, through December 31, 2013 Methods: Residents with advanced 
dementia were identified using the MDS. Medicare claims were used to identify hip fracture and to 
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determine whether the fracture was managed surgically. Survival between surgical and nonsurgical 
residents was compared using multivariable Cox proportional hazards with inverse probability of 
treatment weighting (IPTW). All analyses took place between November 2015 and January 2018. 
Among 6-month survivors, documented pain, antipsychotic drug use, physical restraint use, pressure 
ulcers, and ambulatory status were compared between surgical and nonsurgical groups Results: 
Among 3083 residents with advanced dementia and hip fracture (mean age, 84.2 years; 79.2% female 
[n=2441], 28.5% ambulatory [n=879]), 2615 (84.8%) underwent surgical repair. By 6-month follow-up, 
31.5% (n=824) and 53.8% (n=252) of surgically and nonsurgically managed residents died, respectively. 
After IPTW modeling, surgically managed residents were less likely to die than residents without 
surgery (adjusted hazard ratio [aHR], 0.88; 95% CI, 0.79-0.98). Among 2007 residents who survived 6 
months, residents with surgical vs nonsurgical management had less docmented pain (29.0% [n=465] 
vs 30.9% [n=59]) and fewer pressure ulcers (11.2% [n=200] vs 19.0% [n=41]). In IPTW models, surgically 
managed residents reported less pain (aHR, 0.78; 95% CI, 0.61-0.99) and pressure ulcers (aHR, 0.64; 
95% CI, 0.47-0.86). There was no difference between antipsychotic drug use and physical restraint use 
between the groups. Few survivors remained ambulatory (10.7% [n=55] of surgically managed vs 4.8% 
[n=1] without surgery) Conclusions and Relevance: Surgical repair of a hip fracture was associated with 
lower mortality among NH residents with advanced dementia and should be considered together with 
the residents' goals of care in management decisions. Pain and other adverse outcomes were common 
regardless of surgical management, suggesting the need for broad improvements in the quality of care 
provided to NH residents with advanced dementia and hip fracture 
 
16.  Han BH, Sutin D, Williamson JD, et al. Effect of Statin Treatment vs Usual Care on Primary 
Cardiovascular Prevention Among Older Adults: The ALLHAT-LLT Randomized Clinical Trial. JAMA Intern 
Med. 2017;doi:10.1001/jamainternmed.2017.1442. 
Abstract: Importance: While statin therapy for primary cardiovascular prevention has been associated 
with reductions in cardiovascular morbidity, the effect on all-cause mortality has been variable. There 
is little evidence to guide the use of statins for primary prevention in adults 75 years and older. 
Objectives: To examine statin treatment among adults aged 65 to 74 years and 75 years and older 
when used for primary prevention in the Lipid-Lowering Trial (LLT) component of the Antihypertensive 
and Lipid-Lowering Treatment to Prevent Heart Attack Trial (ALLHAT-LLT). Design, Setting, and 
Participants: Post hoc secondary data analyses were conducted of participants 65 years and older 
without evidence of atherosclerotic cardiovascular disease; 2867 ambulatory adults with hypertension 
and without baseline atherosclerotic cardiovascular disease were included. The ALLHAT-LLT was 
conducted from February 1994 to March 2002 at 513 clinical sites. Interventions: Pravastatin sodium 
(40 mg/d) vs usual care (UC). Main Outcomes and Measures: The primary outcome in the ALLHAT-LLT 
was all-cause mortality. Secondary outcomes included cause-specific mortality and nonfatal myocardial 
infarction or fatal coronary heart disease combined (coronary heart disease events). Results: There 
were 1467 participants (mean [SD] age, 71.3 [5.2] years) in the pravastatin group (48.0% [n = 704] 
female) and 1400 participants (mean [SD] age, 71.2 [5.2] years) in the UC group (50.8% [n = 711] 
female). The baseline mean (SD) low-density lipoprotein cholesterol levels were 147.7 (19.8) mg/dL in 
the pravastatin group and 147.6 (19.4) mg/dL in the UC group; by year 6, the mean (SD) low-density 
lipoprotein cholesterol levels were 109.1 (35.4) mg/dL in the pravastatin group and 128.8 (27.5) mg/dL 
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in the UC group. At year 6, of the participants assigned to pravastatin, 42 of 253 (16.6%) were not 
taking any statin; 71.0% in the UC group were not taking any statin. The hazard ratios for all-cause 
mortality in the pravastatin group vs the UC group were 1.18 (95% CI, 0.97-1.42; P = .09) for all adults 
65 years and older, 1.08 (95% CI, 0.85-1.37; P = .55) for adults aged 65 to 74 years, and 1.34 (95% CI, 
0.98-1.84; P = .07) for adults 75 years and older. Coronary heart disease event rates were not 
significantly different among the groups. In multivariable regression, the results remained 
nonsignificant, and there was no significant interaction between treatment group and age. Conclusions 
and Relevance: No benefit was found when pravastatin was given for primary prevention to older 
adults with moderate hyperlipidemia and hypertension, and a nonsignificant direction toward 
increased all-cause mortality with pravastatin was observed among adults 75 years and older. Trial 
Registration: clinicaltrials.gov Identifier: NCT00000542 
 
17.  McAlindon TE, LaValley MP, Harvey WF, et al. Effect of Intra-articular Triamcinolone vs Saline on 
Knee Cartilage Volume and Pain in Patients With Knee Osteoarthritis: A Randomized Clinical Trial. 
JAMA. 2017;317(19):1967-1975. 
Abstract: Importance: Synovitis is common and is associated with progression of structural 
characteristics of knee osteoarthritis. Intra-articular corticosteroids could reduce cartilage damage 
associated with synovitis but might have adverse effects on cartilage and periarticular bone. Objective: 
To determine the effects of intra-articular injection of 40 mg of triamcinolone acetonide every 3 
months on progression of cartilage loss and knee pain. Design, Setting, and Participants: Two-year, 
randomized, placebo-controlled, double-blind trial of intra-articular triamcinolone vs saline for 
symptomatic knee osteoarthritis with ultrasonic features of synovitis in 140 patients. Mixed-effects 
regression models with a random intercept were used to analyze the longitudinal repeated outcome 
measures. Patients fulfilling the American College of Rheumatology criteria for symptomatic knee 
osteoarthritis, Kellgren-Lawrence grades 2 or 3, were enrolled at Tufts Medical Center beginning 
February 11, 2013; all patients completed the study by January 1, 2015. Interventions: Intra-articular 
triamcinolone (n = 70) or saline (n = 70) every 12 weeks for 2 years. Main Outcomes and Measures: 
Annual knee magnetic resonance imaging for quantitative evaluation of cartilage volume (minimal 
clinically important difference not yet defined), and Western Ontario and McMaster Universities 
Osteoarthritis index collected every 3 months (Likert pain subscale range, 0 [no pain] to 20 [extreme 
pain]; minimal clinically important improvement, 3.94). Results: Among 140 randomized patients 
(mean age, 58 [SD, 8] years, 75 women [54%]), 119 (85%) completed the study. Intra-articular 
triamcinolone resulted in significantly greater cartilage volume loss than did saline for a mean change 
in index compartment cartilage thickness of -0.21 mm vs -0.10 mm (between-group difference, -0.11 
mm; 95% CI, -0.20 to -0.03 mm); and no significant difference in pain (-1.2 vs -1.9; between-group 
difference, -0.6; 95% CI, -1.6 to 0.3). The saline group had 3 treatment-related adverse events 
compared with 5 in the triamcinolone group and had a small increase in hemoglobin A1c levels 
(between-group difference, -0.2%; 95% CI, -0.5% to -0.007%). Conclusions and Relevance: Among 
patients with symptomatic knee osteoarthritis, 2 years of intra-articular triamcinolone, compared with 
intra-articular saline, resulted in significantly greater cartilage volume loss and no significant difference 
in knee pain. These findings do not support this treatment for patients with symptomatic knee 
osteoarthritis. Trial Registration: ClinicalTrials.gov Identifier: NCT01230424  


