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Abbreviations: eNOS, endothelial nitric oxide synthase; 
CARE, cholesterol and recurrent events study; LIPID, long-term 
intervention with pravastatin in ischemic disease; JUPITER, 
justification for the use of statins in prevention, an intervention trial 
evaluating rosuvastatin; s-CRP, sensitive C reactive protein; SPARCL, 
stroke prevention by aggressive reduction in cholesterol levels; 
J-STARS, Japan statin treatment against recurrent stroke; RAPID-
TIA, rapid primary care initiation of drug treatment for transient 
ischaemic attack; AIS, acute ischemic stroke; ThraST, THRombolysis 
and Statins

Introduction
Statins or 3-hydroxl- 3-methyl glutaryl coenzyme A reductase 

inhibitors are drugs that are primarily used to treat dyslipidemia 1. They 
are beneficial in primary and secondary prevention of stroke.2 Statins 
are recommended for use in ischemic stroke related to small and large 
vessel disease, although studies suggest that their use in primary 
prevention and in other subtypes of stroke may also be beneficial.1,3,4 
The benefits of statins are related to their pleiotropic effects and to 
their lipid lowering properties. However, the predominant effect in 
hyperacute stroke is probably pleotropic rather than lipid lowering.1,2 
Blanco et al.5 found that withdrawal of statins in hyperacute stroke, 
even for 72 hours was related with a significantly worse outcome. This 
effect was independent of the LDL-C levels. The major pleiotropic 
effect of statins is the expression of endothelial Nitric Oxide Synthase 
(eNOS) which causes vasodilation and enhancement of cerebral blood 
flow. This, in addition to enhancement of collateral circulation and 
cerebrovascular reactivity, helps improve the infarct volume.6,7 Other 
pleiotropic effects include angiogenesis, anti -inflammatory action, 
stabilization of the endothelial layer and enhancement of tissue 
plasminogen activator.1,2 all of which can contribute to improvement 
of cerebral blood flow and to the reduction of the infarct volume.

Benefits of statin use in stroke prevention
Prevention of first ever strokes and recurrent strokes 

A summary of the major randomized controlled trials and meta-
analyses studying the role of statins in prevention of stroke has been 
provided in Table 1. The CARE (Cholesterol and Recurrent Events 
study)8 and the LIPID (Long-Term Intervention with Pravastatin in 
Ischemic Disease)9 trials recruited patients with MI, and with MI and 
unstable angina, respectively. In the former study, the investigators 
found a risk reduction of 32% (95% CI: 4-52 %; p=0.03) in all cause 
stroke in the statin group. In the latter study, there was a 23% risk 
reduction (95% CI: 5-38%, p=0.02) in ischemic stroke in the statin 
group. In the Heart Protection Study10 20,536 adults aged between 
40-80 years who were suffering from diabetes, coronary heart 
disease or other occlusive arterial disease were randomized to receive 
either simvastatin or placebo. There was significant reduction in the 
incidence of fatal and non- fatal stroke (4.3% vs. 5.7%, p<0.001). 
Overall, the treatment group had a highly significant reduction in 
the incidence of first stroke, which was attributed to the reduction 
in ischemic strokes (2.8% vs. 4%, p<0.001), since there was no 
difference found in the incidence of hemorrhagic strokes (0.5% vs 
0.5%, p=0.8). A systematic review of eighteen randomized controlled 
trials11 encompassing 114,081 subjects, showed that statins reduced 
the overall incidence of stroke as compared to placebo (odds ratio: 
0.80; 95% CI: 0.74-0.87; p<0.00001) in high risk individuals. The 
benefits of statins on major cardiovascular events in the elderly were 
confirmed by a meta-analysis 3 including eight randomized controlled 
trials which encompassed 24,674 subjects. The study found that 
compared to placebo, statins significantly reduced the risk of stroke 
by 23.8 % ((RR: 0.762 (95% CI: 0.626 to 0.926); p =0.006)). The 
JUPITER (Justification for the Use of Statins in Prevention: an 
Intervention Trial Evaluating Rosuvastatin) trial12 evaluated the effect 
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Abstract

Statins or 3-hydroxl- 3-methyl glutaryl coenzyme A reductase inhibitors are drugs that are 
primarily used to treat dyslipidemia. Statins are recommended for use in ischemic stroke 
related to small and large vessel disease, although studies suggest that their use in primary 
prevention and in other subtypes of stroke may also be beneficial. The benefits of statins 
in stroke prevention and improvement of neurologic outcome after acute ischemic stroke 
are related to their pleiotropic effects. These include expression of endothelial Nitric Oxide 
Synthase (eNOS), angiogenesis, anti -inflammatory action, stabilization of the endothelial 
layer and enhancement of tissue plasminogen activator. Numerous randomized controlled 
trials, meta-analyses and population based studies have highlighted the importance of 
statins in prevention of stroke and improvement of neurologic outcome. Many concerns 
have been raised regarding their adverse effects such as myopathy, elevated transaminases 
and increased risk of intracranial hemorrhage and cancer. However, studies have shown that 
statins can be used over a long period of time without any significant adverse events. Current 
stroke prevention guidelines recommend the initiation of statins in patients with evidence 
of atherosclerosis and an LDL cholesterol level >100mg/dL without known coronary heart 
disease, and also in patients with elevated cholesterol or comorbid coronary heart disease.

Journal of Neurology & Stroke

Editorial Open Access

https://creativecommons.org/licenses/by-nc/4.0/
https://crossmark.crossref.org/dialog/?doi=10.15406/jnsk.2014.01.00014&domain=pdf


The current status of statins in stroke prevention 87
Copyright:

©2014 Gudlavalleti et al. 

Citation: Gudlavalleti ASV, Moonis M. The current status of statins in stroke prevention. J Neurol Stroke. 2014;1(3):86‒89. DOI: 10.15406/jnsk.2014.01.00014

of statins in reducing vascular events in healthy adults with a normal 
cholesterol level <130mg/dL and elevated sensitive C reactive protein 
(s-CRP). The study was terminated early when the benefits of the 
treatment arm were realized to be highly significant for the treatment 
arm in reducing stroke, MI and the need for revascularization. 

The SPARCL (Stroke Prevention by Aggressive Reduction in 
Cholesterol Levels) trial13 studied the role of secondary prevention 
with statins in stroke. Over a mean follow up period of 4.9 years, the 
treatment group had significantly lower number of ischemic stroke 
events, with a Hazard Ratio of 0.79 (95% CI: 0.66-0.95). 

There are two ongoing randomized controlled trials which aim 
to study the effect of statins in secondary prevention of stroke. The 

J-STARS (Japan Statin Treatment Against Recurrent stroke)14 is a 
multicenter, randomized controlled study of patients with non- cardio-
embolic ischemic stroke which aims to examine the role of statins 
in the secondary prevention of stroke in the Japanese patients .The 
follow evaluations are due to end in 2014 and the results are awaited. 
The RAPID-TIA (RApid Primary care Initiation of Drug treatment 
for Transient Ischaemic Attack)15 is a pilot randomized controlled 
trial which aims to address the benefits of early initiation of statins 
in addition to aspirin by primary care and emergency physicians in 
patients with suspected TIA or minor stroke at the time of referral to 
a specialist. Both these studies will help broaden our understanding 
about the use of statins in secondary prevention.

Table 1 Major RCTs and Meta-Analyses studying the role of statins in stroke prevention

Study Type of Study Sample Size Inclusion Criteria Statin Used Significant Finding*

Plehn et al.8 RCT 4159 MI
Pravastatin 40 
mg/day

31% RRR for all-cause 
stroke

White et al.9 RCT 9014 MI,UA Pravastatin 40 
mg/day

23% RRR for ischemic 
stroke

Heart Protection 
Study10 RCT 20,536 CHD, DM, Stroke, Other vascular 

diseases
Simvastatin 40mg/
day

25% RRR first ischemic 
strokes

Goldstein et al.13 RCT 4731 Stroke, TIA without CHD Atorvastatin 
80mg/day

HR for incidence of 
ischemic stroke : 0.79

Ridker et al.12 RCT 17,802 Elevated s-CRP with normal cholesterol Rosuvastatin 
20mg/day

HR 0.52 for incidence of 
any stroke

Wang&Zhang11 Meta-Analysis 114,081 DM, CHD, hypertension, 
hypercholesterolemia, MI Multiple OR 0.80 for incidence of 

stroke 

Savarese et al.3 Meta-Analysis 24,674
Elderly (>=65 y) without established 
cardiovascular disease Multiple

RRR 24% for risk of 
stroke 

*Results were considered as significant at p<0.05

RCT, randomized controlled trial; MI, myocardial infarction; UA, unstable angina; CHD, coronary heart disease; TIA, transient ischemic attack; s-CRP, sensitive 
c-reactive protein; DM, diabetes mellitus; HR, hazard ratio 

This trial is of significance for two reasons,

i. It provided evidence that initiating statin therapy in patients without elevated cholesterol reduced the risk of stroke significantly and 

ii. The study proved that s-CRP was not just an inflammatory marker, but was associated with all vascular events including stroke. 

Improvement of neurological outcomes after acute 
ischemic stroke

Statins, when initiated after an acute ischemic stroke (AIS), 
improve the neurological outcome and survival. In a retrospective 
study,16 we found that patients treated with statins after the onset of 
AIS had a significantly higher probability of a favorable outcome at 
12 weeks defined as NIHSS (National Institute of Health Stroke Scale 
Score ≤2(OR 1.92, CI:1.27-2.91, p=0.002) and the modified Rankin 
Scale score ≤2(OR 1.57, CI: 1.04-2.38; p=0.03). A meta- analysis of 
27 studies 7 encompassing 113, 148 patients found that initiating statin 
treatment at stroke onset was associated with reduced likelihood of all 
cause death at 30 days (Pooled OR 0.63; 95 CI: 0.54-0.74; p<0.001), 
90 days (pooled OR, 0.71; 95% CI: 0.62-0.82; p<0.001) and at 1 year 
(pooled OR 0.80; 95% CI: 0.67-0.95; p=0.01). This has been reiterated 
by numerous population and hospital based studies which have shown 
significant reduction in in- hospital mortality rates as well as mortality 
rates 3months after stroke onset.17,18 An evaluation of the Registry for 
Canadian stroke network 19 found that in-hospital discontinuation of 
statin was associated with higher mortality (Odds ratio 2.0; 95% CI: 

1.30-3.04). The ThraST (THRombolysis and Statins)20 study found 
that initiating statins in AIS in patients treated with intravenous 
thrombolysis was associated with significant neurologic improvement 
(p<0.001), favorable functional outcome (p=0.003) and reduced risk 
of neurological deterioration (p<0.001).

The SPARCL trial provided evidence for the use of high dose statins 
to prevent recurrent ischemic stroke and a suggestion of improved 
stroke outcome. This was re- iterated by the North Dublin Population 
Cohort Study 21 which showed a reduction in the mortality for each 
change in dose category at 7days (OR, 0.18; CI, 0.62-0.49; P=0.001), 
3 months (OR, 0.36; CI, 0.21-0.63; P<0.001) and 1year (OR, 0.59; 
CI, 0.40-0.89; P=0.01) when statins were administered after stroke 
onset. This has been attributed to the dose dependent nature of the 
pleiotropic effects of statins, especially the enhancement of eNOS and 
antithrombotic effects.22

Are concerns regarding adverse effects overstated?

A few concerns have been raised regarding the use of statins. 
These include muscle symptoms such as myositis, myalgias and 
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rhabdomyolysis; elevation of liver transaminases and an increased 
risk of intracranial hemorrhage and cancer. Prior studies have shown 
that statins at high doses are well tolerated with minimum myotoxicity 
and hepatotoxicity.22–24 Two large systematic reviews, one comprising 
23 randomized and 19 observational studies and the other comprising 
31 randomized controlled trials25 found no significant increase in 
the incidence of intracranial hemorrhage in patients treated with 
statins. The 11–year follow up of morbidity and mortality in the 
Heart Protection Study population26 concluded that the long term use 
of statins did not have any adverse effect on particular non-vascular 
causes of mortality or major morbidity (including site specific 
cancers). Also, the study did not find any relationship between long 
term statin use and intracranial hemorrhage.

Conclusion
Statins are advocated for use in preventing recurrent stroke and 

improving neurological outcome after AIS. Studies have shown the 
retention of the benefits with long term use of statins26,27 without any 
major adverse events. Statins can also be used in preventing first ever 
ischemic strokes in high risk individuals. Current stroke prevention 
guidelines recommend the initiation of statins in patients with 
evidence of atherosclerosis and an LDL cholesterol level >100mg/
dL without known coronary heart disease and also in patients with 
elevated cholesterol or comorbid coronary heart disease.2 Generating 
more data regarding the effect of statin dose on stroke prevention by 
conducting randomized controlled trials which evaluate the effects of 
low-dose vs. high dose statins will help augment the role of statins in 
primary and secondary prevention of stroke.

Acknowledgments
None.

Conflicts of interest
The authors declare there are no conflicts of interest related to the 

article.

References
1. Yanuck D, Mihos CG, Santana O. Mechanisms and clinical evidence of 

the pleiotropic effects of the hydroxy–methyl–glutaryl–CoA reductase 
inhibitors in central nervous system disorders:a comprehensive review. 
Int J Neurosci. 2012;122(11):619–629.

2. Fisher M, Moonis M. Neuroprotective effects of statins:evidence from 
preclinical and clinical studies. Curr Treat Options Cardiovasc Med. 
2012;14(3):252–259.

3. Savarese G, Gotto AM Jr, Paolillo S, et al. Benefits of statins in elderly 
subjects without established cardiovascular disease:a meta–analysis. J Am 
Coll Cardiol. 2013;62(22):2090–2099.

4. Taylor F, Huffman MD, Macedo AF, et al. Statins for the primary 
prevention of cardiovascular disease. Cochrane Database Syst Rev. 
2013;1:CD004816.

5. Blanco M, Nombela F, Castellanos M, et al. Statin treatment withdrawal 
in ischemic stroke:a controlled randomized study. Neurology. 
2007;69(9):904–910. 

6. Garcia–Bonilla L, Campos M, Giralt D, et al. Evidence for the efficacy 
of statins in animal stroke models:a meta–analysis. J Neurochem. 
2012;122(2):233–243.

7. Ni Chroinin D, Asplund K, Asberg S, et al. Statin therapy and outcome after 
ischemic stroke:systematic review and meta–analysis of observational 
studies and randomized trials. Stroke. 2013;44(2):448–456.

8. Plehn JF, Davis BR, Sacks FM, et al. Reduction of stroke incidence 
after myocardial infarction with pravastatin:the Cholesterol and 
Recurrent Events (CARE) study. The Care Investigators. Circulation. 
1999;99(2):216–223.

9. White HD, Simes RJ, Anderson NE, et al. Pravastatin therapy and the risk 
of stroke. N Engl J Med. 2000;343(5):317–326.

10. Heart Protection Study Collaborative Grou.  MRC/BHF Heart 
Protection Study of cholesterol lowering with simvastatin in 20,536 
high–risk individuals:a randomised placebo–controlled trial. Lancet. 
2002;360(9326):7–22.

11. Wang W, Zhang B. Statins for the prevention of stroke:a meta–analysis of 
randomized controlled trials. PLoS One. 2014;9(3):e92388.

12. Ridker PM, Danielson E, Fonseca FA, et al. Rosuvastatin to prevent 
vascular events in men and women with elevated C–reactive protein. N 
Engl J Med. 2008;359(21):2195–2207.

13. Goldstein LB, Amarenco P, Zivin J, et al. Stroke Prevention by Aggressive 
Reduction in Cholesterol Levels Investigators. Statin treatment and stroke 
outcome in the Stroke Prevention by Aggressive Reduction in Cholesterol 
Levels (SPARCL) trial. Stroke. 2009;40(11):3526–3531.

14. Nagai Y, Kohriyama T, Origasa H, et al. Rationale, design, and baseline 
features of a randomized controlled trial to assess the effects of statin for 
the secondary prevention of stroke:the Japan Statin Treatment Against 
Recurrent Stroke (J–STARS). Int J Stroke. 2014;9(2):232–239.

15. Edwards D, Fletcher K, Deller R, et al. RApid Primary care Initiation 
of Drug treatment for Transient Ischaemic Attack (RAPID–TIA):study 
protocol for a pilot randomised controlled trial. Trials. 2013;14:194.

16. Moonis M, Kane K, Schwiderski U, et al.  HMG–CoA reductase inhibitors 
improve acute ischemic stroke outcome. Stroke. 2005;36(6):1298–1300.

17. Al–Khaled M, Matthis C, Eggers J. Statin treatment in patients with acute 
ischemic stroke. Int J Stroke. 2014;9(5):597–601.

18. Song B, Wang Y, Zhao X, et al. Association between statin use and short–
term outcome based on severity of ischemic stroke:a cohort study. PLoS 
One. 2014;9(1):e84389.

19. Dowlatshahi D, Demchuk AM, Fang J, et al. Registry of the Canadian 
Stroke Network. Association of statins and statin discontinuation with 
poor outcome and survival after intracerebral hemorrhage. Stroke. 
2012;43(6):1518–1523.

20. Cappellari M, Bovi P, Moretto G, et al. The THRombolysis and STatins 
(THRaST) study. Neurology. 2013;80(7):655–661.

21. Ni Chroinin D, Callaly EL, Duggan J, et al. Association between 
acute statin therapy, survival, and improved functional outcome after 
ischemic stroke:the North Dublin Population Stroke Study. Stroke. 
2011;42(4):1021–1029.

22. Moonis M. High–dose statins should be used in all acute ischemic strokes. 
Stroke. 2012;43(7):1992–1993.

23. Tompkins R, Schwartzbard A, Gianos E, et al. A current approach to statin 
intolerance. Clin Pharmacol Ther. 2014;96(1):74–80.

24. Elkind MS, Sacco RL, Macarthur RB, et al. High–dose lovastatin for acute 
ischemic stroke:results of the phase I dose escalation neuroprotection with 
statin therapy for acute recovery trial (NeuSTART). Cerebrovasc Dis. 
2009;28(3):266–275.

https://doi.org/10.15406/jnsk.2014.01.00014
http://www.ncbi.nlm.nih.gov/pubmed/22720798
http://www.ncbi.nlm.nih.gov/pubmed/22720798
http://www.ncbi.nlm.nih.gov/pubmed/22720798
http://www.ncbi.nlm.nih.gov/pubmed/22720798
http://www.ncbi.nlm.nih.gov/pubmed/22362392
http://www.ncbi.nlm.nih.gov/pubmed/22362392
http://www.ncbi.nlm.nih.gov/pubmed/22362392
http://www.ncbi.nlm.nih.gov/pubmed/23954343
http://www.ncbi.nlm.nih.gov/pubmed/23954343
http://www.ncbi.nlm.nih.gov/pubmed/23954343
http://www.ncbi.nlm.nih.gov/pubmed/23440795
http://www.ncbi.nlm.nih.gov/pubmed/23440795
http://www.ncbi.nlm.nih.gov/pubmed/23440795
http://www.ncbi.nlm.nih.gov/pubmed/17724294
http://www.ncbi.nlm.nih.gov/pubmed/17724294
http://www.ncbi.nlm.nih.gov/pubmed/17724294
http://www.ncbi.nlm.nih.gov/pubmed/22548274
http://www.ncbi.nlm.nih.gov/pubmed/22548274
http://www.ncbi.nlm.nih.gov/pubmed/22548274
http://www.ncbi.nlm.nih.gov/pubmed/23287777
http://www.ncbi.nlm.nih.gov/pubmed/23287777
http://www.ncbi.nlm.nih.gov/pubmed/23287777
http://www.ncbi.nlm.nih.gov/pubmed/9892586
http://www.ncbi.nlm.nih.gov/pubmed/9892586
http://www.ncbi.nlm.nih.gov/pubmed/9892586
http://www.ncbi.nlm.nih.gov/pubmed/9892586
http://www.ncbi.nlm.nih.gov/pubmed/10922421
http://www.ncbi.nlm.nih.gov/pubmed/10922421
http://www.ncbi.nlm.nih.gov/pubmed/12114036
http://www.ncbi.nlm.nih.gov/pubmed/12114036
http://www.ncbi.nlm.nih.gov/pubmed/12114036
http://www.ncbi.nlm.nih.gov/pubmed/12114036
http://www.ncbi.nlm.nih.gov/pubmed/24643199/
http://www.ncbi.nlm.nih.gov/pubmed/24643199/
http://www.ncbi.nlm.nih.gov/pubmed/18997196
http://www.ncbi.nlm.nih.gov/pubmed/18997196
http://www.ncbi.nlm.nih.gov/pubmed/18997196
http://www.ncbi.nlm.nih.gov/pubmed/19745172
http://www.ncbi.nlm.nih.gov/pubmed/19745172
http://www.ncbi.nlm.nih.gov/pubmed/19745172
http://www.ncbi.nlm.nih.gov/pubmed/19745172
http://www.ncbi.nlm.nih.gov/pubmed/24015915
http://www.ncbi.nlm.nih.gov/pubmed/24015915
http://www.ncbi.nlm.nih.gov/pubmed/24015915
http://www.ncbi.nlm.nih.gov/pubmed/24015915
http://www.ncbi.nlm.nih.gov/pubmed/23819476
http://www.ncbi.nlm.nih.gov/pubmed/23819476
http://www.ncbi.nlm.nih.gov/pubmed/23819476
http://www.ncbi.nlm.nih.gov/pubmed/15879346
http://www.ncbi.nlm.nih.gov/pubmed/15879346
http://www.ncbi.nlm.nih.gov/pubmed/24593194
http://www.ncbi.nlm.nih.gov/pubmed/24593194
http://www.ncbi.nlm.nih.gov/pubmed/24465409
http://www.ncbi.nlm.nih.gov/pubmed/24465409
http://www.ncbi.nlm.nih.gov/pubmed/24465409
http://www.ncbi.nlm.nih.gov/pubmed/22442172
http://www.ncbi.nlm.nih.gov/pubmed/22442172
http://www.ncbi.nlm.nih.gov/pubmed/22442172
http://www.ncbi.nlm.nih.gov/pubmed/22442172
http://www.ncbi.nlm.nih.gov/pubmed/23345634
http://www.ncbi.nlm.nih.gov/pubmed/23345634
http://www.ncbi.nlm.nih.gov/pubmed/21372311
http://www.ncbi.nlm.nih.gov/pubmed/21372311
http://www.ncbi.nlm.nih.gov/pubmed/21372311
http://www.ncbi.nlm.nih.gov/pubmed/21372311
http://www.ncbi.nlm.nih.gov/pubmed/22569933
http://www.ncbi.nlm.nih.gov/pubmed/22569933
http://www.ncbi.nlm.nih.gov/pubmed/24727470
http://www.ncbi.nlm.nih.gov/pubmed/24727470
http://www.ncbi.nlm.nih.gov/pubmed/19609078
http://www.ncbi.nlm.nih.gov/pubmed/19609078
http://www.ncbi.nlm.nih.gov/pubmed/19609078
http://www.ncbi.nlm.nih.gov/pubmed/19609078


The current status of statins in stroke prevention 89
Copyright:

©2014 Gudlavalleti et al. 

Citation: Gudlavalleti ASV, Moonis M. The current status of statins in stroke prevention. J Neurol Stroke. 2014;1(3):86‒89. DOI: 10.15406/jnsk.2014.01.00014

25. McKinney JS, Kostis WJ. Statin therapy and the risk of intracerebral 
hemorrhage:a meta–analysis of 31 randomized controlled trials. Stroke. 
2012;43(8):2149–2156.

26. Heart Protection Study Collaborative Group, Bulbulia R, Bowman L, et al. 
Effects on 11–year mortality and morbidity of lowering LDL cholesterol 
with simvastatin for about 5 years in 20,536 high–risk individuals:a 
randomised controlled trial. Lancet. 2011;378(9808):2013–2020.

27. Cholesterol Treatment Trialists’ (CTT) Collaboration, Baigent C, 
Blackwell L, et al. Efficacy and safety of more intensive lowering of 
LDL cholesterol:a meta–analysis of data from 170,000 participants in 26 
randomised trials. Lancet. 2010;376(9753):1670–1681.

https://doi.org/10.15406/jnsk.2014.01.00014
http://www.ncbi.nlm.nih.gov/pubmed/22588266
http://www.ncbi.nlm.nih.gov/pubmed/22588266
http://www.ncbi.nlm.nih.gov/pubmed/22588266
http://www.ncbi.nlm.nih.gov/pubmed/22115874
http://www.ncbi.nlm.nih.gov/pubmed/22115874
http://www.ncbi.nlm.nih.gov/pubmed/22115874
http://www.ncbi.nlm.nih.gov/pubmed/22115874
http://www.ncbi.nlm.nih.gov/pubmed/21067804
http://www.ncbi.nlm.nih.gov/pubmed/21067804
http://www.ncbi.nlm.nih.gov/pubmed/21067804
http://www.ncbi.nlm.nih.gov/pubmed/21067804

	Title
	Abstract
	Abbreviations
	Introduction
	Benefits of statin use in stroke prevention 
	Prevention of first ever strokes and recurrent strokes  
	Improvement of neurological outcomes after acute ischemic stroke 
	Are concerns regarding adverse effects overstated? 

	Conclusion
	Acknowledgments
	Conflicts of interest 
	References
	Table 1

